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Changes in the treatment of pulmonary 
tuberculosis have occurred so rapidly dur- 
ing the past few years that we deem it 
valuable to review some of the underlying 
principles, and to evaluate some of the 
factors which portend to the betterment 
of many who suffer with this disease, and 
who are otherwise doomed to a short life 
of invalidism. 

As evidence of a greatly increased 
knowledge and skill in present day treat- 
ment of pulmonary tuberculosis as com- 
pared with that of twenty years ago, one 
need only to visit a well organized and 
well staffed tubercular sanatorium. This 
increased knowledge and skill has been 
greatly augmented both in development 
and application through a close coopera- 
tion of the internist and surgeon in co- 
ordinating and utilizing all agents and 
measures which are known to effect a bet- 
ter service. 


That physiological rest is now, as in the 
past, one of our most effective methods 
of treating pulmonary tuberculosis, most 
of us agree; but in the light of our pres- 
ent day knowledge upon this subject we 
find ourselves no longer confined to one 
form of treatment. 

Surgery is becoming increasingly more 
useful in its application in the treatment 
of pulmonary tuberculosis, but in any form 
of application it should properly be con- 
sidered only as an adjunct in the treat- 
ment. 


No conflict of interest between surgeon 
and phthisiologist will obtain when all are 
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striving for facts, and if conflict of opin- 
ion as to eligibility of a patient as a sur- 
gical risk obtains, final judgment should 
then be passed, with some rare exceptions, 
by the phthisiologist, for it is he who has 
made continuous study and observation 
upon which his opinions are based. 

It appears quite obvious that a careful 
study be given to the selection of tubercu- 
lous patients for any form of lung com- 
pression, and that mature judgment is re- 
quired in properly selecting the form of 
collapse indicated in, and adapted to the 
treatment in a given case. If we allow our 
enthusiasm instead of conservative judg- 
ment to guide us in this great responsibil- 
ity, we will too often meet with humilia- 
tion, if not disaster. We should not deem 
it our right or privilege to offer surgical 
compression of the lungs only for the rea- 
son that all other forms of treatment have 
failed, but indications for such treatment 
should be based upon carefully assembled 
evidence which offers good prospects for 
both immediate surgical risk, and a con- 
tinued physical improvement. 

With the knowledge that recovery or 
healing of a tuberculous process in the 
lungs is by fibrous tissue changes produc- 
ing scar, and that this process is promoted 
and facilitated by rest and better tissue 
contact, an ideal surgical procedure would 
be one which, after healing, would offer 
the best opportunity for return function. 
Artificial pneumothorax is more uniform- 
ly adapted as a revocable procedure, and 
is by reason of less hazard and easy ap- 
plication, and as measured by results, the 
procedure of choice. The more radical sur- 
gical procedures should be reserved for 
cases that are not adapted for this form 
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of treatment because of adhesive bands, 
or those who do not respond favorably 
after sufficient treatment by artificial 
pneumothorax. 

In anticipation of any form of lung 
compression we should estimate mobility 
of mediastinum, and the vital capacity of 
the lungs. These factors are not so vital 
in pneumothorax as in the more perma- 
nent forms of compression, because cer- 
tain of the bad results which might follow 
can be more easily remedied. 

In view of the fact that wounds, ulcers, 
and like diseased processes, whether tuber- 
cular or otherwise, heal by the formation 
of fibrous tissue, cure of cavitations in 
the lungs must take place by cicatrization 
of tissue lost through the destructive proc- 
ess. In view of the foregoing statement an 
indication of prime importance in the more 
permanent types of compression—as thor- 
acoplasty—is that a patient show that nat- 
ural ability to resist by the formation of 
fibrous tissue which terminates in con- 
tracting scar. Experience has taught us 
that fibrosis takes place more rapidly 
when inflammatory tissues are immobil- 
ized, and it is fundamental that tissue con- 
tact is very important, if not necessary, 
for healing by cicatrization. It would 
therefore appear important that we ap- 
ply, when indicated, such procedures as 
will produce atelectasis and other require- 
ments which promote fibrosis by processes 
which, through pressure and a sclerosing 
effect upon blood and lymph vessels, limit 
the efferent flow of infections to lung tis- 
sue not actively involved. Scar tissue is 
the product of nature’s successful effort 
in healing, and with its property of con- 
tracting produces physical signs and x-ray 
findings which are of great importance 
in determining a patient’s resistance as 
well as the type of compression, if indi- 
cated. 

With statistics showing that 80 to 90 
per cent of tuberculous patients after 
reaching the stage of cavitation are dead 
within six years, it should occur to us 
upon making a diagnosis of cavitation that 
we should consider some form of lung 
compression in the form of artificial pneu- 
mothorax, phrenicectomy, or  thoraco- 
plasty. 

It is probably rare, if ever, to find a 
contralateral lung to one with advanced 
tuberculosis which has not at some time 
and in some degree been infected. But it 
is of the greatest importance in consider- 
ing any major form of compression that 


the condition of the contralateral or good 
lung is such as to withstand the burden 
of any procedure under advisement. 


While the more conservative state that 
3 to 8 per cent of patients suffering from 
pulmonary tuberculosis will be benefited 
by some form of lung compression, others 
place the percentage at or above 40 per 
cent. O’Brien believes that every patient 
suffering with unilateral tuberculosis 
should be given some form of lung com- 
pression. Dr. Jamie Dickie states that 
practically every terminal case of pulmon- 
ary tuberculosis was at one time a suit- 
able case for pneumothorax, phrenicecto- 
my or thoracoplasty. 


Roloff reports the percentage of clin- 
ical cures as based upon length of time of 
compression by pneumothorax as follows: 
253 patients compressed (by pneumothor- 
ax) less than one-half year, 9.1 per cent 
clinical cures; 88 patients compressed 
from one-half to one year, 22.7 per cent 
clinical cures; 120 patients compressed one 
to two years, 50 per cent cures ; 68 patients 
treated over two years, 68.5 per cent clin- 
ical cures. With the percentage of clinical 
cures in so sizable a series ranging from 
9.1% to 68.5%, the length of time com- 
pression is obtained is most vital, and 
proves the fallacy of the lack of control 
and cooperation of such patients. 


Relative to the influence of age upon 
the results of treatment by artificial pneu- 
mothorax, Roloff reports 771 cases with 
clinical cures ranging from 32% cures in 
patients from 7 to 15 years, with gradual 
reduction in percentage of cures to 24% 
at or above 45 years. The fact that bet- 
ter results are obtained by pneumothorax 
treatment in young patients is not ac- 
counted for wholly by the factors of youth 
and vitality, but upon the premise that it 
is an early case, and has not yet devel- 
oped complicating pleural adhesions and 
fibrotic tissue changes which occur more 
often and are further developed in cases 
who have been afflicted longer. Such com- 
plications preventing a complete collapse 
and rest of disease process in lungs. The 
application of artificial pneumothorax is 
greatly handicapped when fibrotic tissue 
and adhesions are so abundant as to block 
the intrapleural space, or strong bands by 
their location prevent proper collapse. As 
fibrous tissue is formed through nature’s 
efforts to resist and fortify against inva- 
sion, it is logical that adhesions occur more 
often and more abundantly about the lo- 
cation of active lesions, and particularly 
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so when the diseased process is near the 
surface. Comparative results of pneumo- 
thorax treatment in cases with and with- 
out adhesions as reported by Dr. Ralph 
C. Matson, in a series of 850 cases: cases 
with satisfactory collapse, adhesions not 
preventing closure of cavity, clinically 
cured, 48%; arrested, 20%; dead, 21%. 
Cases where adhesions prevented satisfac- 
tory collapse, clinically cured, 13%; ar- 
rested, 13% ; dead, 50%. 

Since the advent of the thoracoscope, 
certain types of adhesions may be severed 
by electric cautery thereby reclaiming a 
group of patients from an unsatisfactory 
to a satisfactory collapse. The patient's 
contralateral lung and general tolerance 
must be such as to offer a good prospect 
for recovery from the operation to justify 
undertaking pneumolysis.  Intra-pleural 
space must be of sufficient size to permit 
operation. This operation is not justified 
until it is proven that the adhesions are 
preventing collapse and after pneumo- 
thorax treatments over a sufficient length 
of time has proven unsatisfactory. The 
adhesions must be of suitable type for op- 
eration. Adhesions with probability of con- 
taining lung tissue constitute a grave haz- 
ard. Among lesser indications for this 
procedure is pain from traction, uncon- 
trolled cough, torsion of blood vessels and 
altered position of heart from traction. 
While this procedure gives splendid re- 
sults in a few well selected cases, its ap- 
plication is quite limited because very few 
cases with adhesions present the type of 
adhesions to justify this operation. 

Opinions relative to the degree of com- 
pression by artificial pneumothorax at 
present are controversial. A considerable 
group who believe that selective collapse 
gives quite as good results as a more com- 
plete compression and obviate symptoms 
which occur more often in the more com- 
plete forms. Some advantages claimed for 
selective collapse are: That the clinical re- 
sults are as good, that only diseased tis- 
sue is compressed, little if any displace- 
ment of mediastinum, less heart symptoms 
as: dyspnea, palpitation. tachycardia, less 
pain, temperature, coughing and vomiting. 
Also that the burden of the contralateral 
lung is lessened by reason that the patient 
may still use that portion of compressed 
lung as additional vital capacity, with a 
greater margin of safety. And further 
claim that inhaled air in partial collapse 
allows less diseased lung tissue, with its 
greater capacity to expand, act as a splint 
forcing a larger volume of air to area 


of cavitation for better compression. Al- 
so that there is less danger of spontane- 
ous pneumothorax and greater prospect 
for return function with an arrested 


pre CeSS, 


On the opposite side of the controversy 
are a large group who believe that a more 
complete collapse is a better treatment and 
in view of end results, a conservative 
treatment. Matz reports 573 cases treated 
by pneumothorax with more satisfactory 
results from complete collapse and a low- 
er death rate. Matson and his associates 
state that progression occurs in the oppo- 
site lung three times as often with only 
partial collapse. Disadvantages in selec- 
tive collapse are: necessity for more fre- 
quent refills and time consuming effort 
required to determine time for same, in 
creased liability to infection, and air em 
bolism from more frequent refills, that it 
is not possible to foretell in a given case 
whether collapse will be selective, and 
that it is not adapted to cases with adhe- 
sions or dense sclerotic tissue, not adapted 
to lesions at periphery of lung. Selective 
collapse is better adapted to the early 
cases or those in exudative stage and le- 
sions in upper portion of lung which are 
free from adhesions and sclerotic tissue 
changes. It is particularly adapted in bi- 
lateral pneumothorax. 


Pleural effusion is the most common 
complication in pneumothorax treatment. 
Its frequency as reported by various au- 
thors ranges from 25% to 100% of cases. 
Minimal amounts of effusion are probably 
oftener not detected. If it occurs without 
infection, it should not be considered se- 
rious, but empyema is always a grave 
problem. Perforation, whether by tearing 
with too much compression upon adhesive 
bands, or by accidental needle puncture 
should always be considered as serious. 
Open and closed treatment of empyema 
will not be discussed at length, but it is 
my opinion that if intrapleural contents 
do not show virulent infection, closed 
treatment should be adhered to, but with 
virulent infection, high temperature, loss 
of strength and a general decline, free op- 
en drainage by rib resection is generally 
indicated. 


The benefits accomplished by operations 
upon the phrenic nerve in the treatment 
of pulmonary tuberculosis are by paralyz- 
ing the half of the diaphragm correspond- 
ing to the diseased lung, and serves only 
in aiding nature in its effort to secure 
rest, limit motion and facilitate tissue con- 
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tact by relaxation and by limiting space. 
While phrenic nerve operations are recog- 
nized among the splendid contributions in 
the application of surgery in the treatment 
of pulmonary tuberculosis, its benefits are 
not as great as anticipated by the more 
enthusiastic proponents of this procedure. 
Because of its ease of application and lit- 
tle immediate operating hazard, abuses 
may occur more often in the selection of 
cases, which might reflect an incorrect 
statistical disadvantage. Crushing the 
phrenic nerve producing a temporary par- 
alysis lasting 3 to 6 months is now often 
the choice over phrenicotomy or phrenicec- 
tomy. Crushing has the advantage of re- 
turn function in healed lesions. Phrenic 
nerve operations should be considered in 
any case in which pneumothorax and thor- 
acoplasty are not applicable. It is indicat- 
ed in lesions of lower lobe particularly 
when the lung is attached to the diaph- 
ragm by adhesions and fibrous tissue 
cleavage. It is definitely indicated to sup- 
plement pneumothorax when compression 
is incomplete because of adhesions. Bene- 
fits are greater in solitary cavitation, and 
is often of benefit in the process of lung 
expansion following compression, and will 
often aid in controlling hemorrhage, but 
it is not of material aid following thoraco- 
plasty. Phrenic nerve operations alone do 
not often completely relieve all symptoms 
and statistical reports on percentage of 
cases treated who make any degree of im- 
provement are not too encouraging. The 
number of cases that reflect any degree of 
improvement range from 24% to 50%. It 
would therefore appear that the best re- 
sults from phrenic nerve operations will 
obtain when used to supplement other pro- 
cedures, or when other procedures are not 
applicable. 

Oleothorax, or the instillation of prep- 
arations of oil in the pleural cavity, was 
first performed by Bernou in 1922, and 
the validity of its usefulness is subject at 
present to much controversy. While its 
use in America has been limited, it has 
been used more extensively in France and 
other European countries. Indications for 
oleothorax as stated by Matson are: treat- 
ment of pneumothorax empyema; when 
early obliterative pneumothorax prevents 
satisfactory collapse by air pressure; to 
reestablish collapse when not maintained 
by air inflation, and has a probable value 
in stiffening the mediastinum, and as a 
prophylactic against empyema in caseous 
pleuritis. Contraindications: in  pleuro- 
pulmonary fistulas with large openings, in 


ordinary sero-fibrinous exudates compli- 
cating pneumothorax; never to substitute 
for pneumothorax therapy, contra-indicat- 
ed also where too rapid gas absorption 
leaves unsatisfactory collapse. Paraffine 
and olive oil are used as a base to which 
some antiseptic may be added. Gomenol 
(a volatile oil) with antiseptic properties 
is more generally added to base, while in 
some instances the base without addition 
of any antiseptic is used. Matson stresses 
the necessity of small doses of paraffine 
or paraffine with 1% gomenol injected at 
time of air refills into pleural cavity as 
test for reactions before massive doses are 
given, and that tests be made at refilling 
time for exudate in pleural cavity. Intra- 
pleural reactions are manifested as an ex- 
udate and pain. Oil replacements are very 
small by the end of one year, because of 
decreased absorption. Bernou believes the 
greatest benefit from oleothorax is not 
caused by its antiseptic properties, but 
that it acts as an irritant, producing an 
inflammatory reaction in the pleura, char- 
acterized first by congestion and followed 
by an influx of polymorphonuclear leuco- 
cytes, and that during the destructive 
process of the polymorphonuclear leuco- 
cytes a proteolytic ferment is formed 
which liquifies the products of caseation 
and thereby cleanses the pleural wall. Mat- 
son reports 50 cases of disinfection oleo- 
thorax with 60% satisfactory results, 
maintaining collapse and empyema cleared 
up. Of the 20 cases of failures, pleuro- 
cutaneous fistula complicated in 4 cases, 
pleuro-pulmonary fistula in 4 cases, re- 
formation of purulent exudate in 4 cases, 
and disinfection failed in 8 cases. The 
same author reported 50 cases treated by 
oleothorax for compression and inhibition 
with 50% satisfactory and 50% unsatis- 
factory results. 
INDICATIONS FOR EXTRAPLEURAL 
THORACOPLASTY 


Fibrosis characterizes only the produc- 
tive type of pulmonary tuberculosis, and 
is probably the greatest single factor 
pointing to the patient’s resistance, and a 
favorable acceptance as a surgical risk. 
Where fibrosis has progressed to the point 
where the scar, by its contracting, so dis- 
places the mediastinum, heart and trachea 
as to by such traction produce cyanosis, 
dyspnea and tachycardia, thoracoplasty by 
counter pressure offers the greatest relief 
by replacing these vital organs. While it 
is important that the contralateral lung be 
free from infection, there should not be 
activity or progression present in either 
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lung. A sound myocardium is very essen- 
tial. We should exclude active laryngeal 
lesions, which indicate progression in the 
lung. Mediastinal fixation is of the great- 
est importance in avoiding free shifting 
of the lung and heart flutter, which is oft- 
en accompanied by too great a reduction in 
vital capacity. An acceptable risk for 
thoracoplasty should imply that the pa- 
tient’s physical resistance is such as to jus- 
tify them being classified as a fairly good 
risk for other major operations. Young 
patients with early lesions who lack fi- 
brotic tissue changes, who lack time and 
the conversion from an exudative to the 
productive process, are generally poor 
risks. If the blood sedimentation test, as 
many believe, will with reasonable accur- 
acy and uniformity indicate resistance and 
prognosis in pulmonary tuberculosis it 
should be of value in determining surgical 
risks. 

Statistics show that women are better 
operative risks than men, and that thora- 
coplasty on the left side is much safer. 
Most phthisiologists and surgeons agree 
that thoracoplasty should be done in mul- 
tiple stages. The number of stages would 
depend upon the extent of collapse deter- 
mined upon, the ease or difficulty of its 
application, and the patient’s physical con- 
dition during operation. We should keep 
within the bounds of safety, being especi- 
ally cautious when operating the right 
chest. The interval between stages, the 
patient’s physical condition permitting, is 
usually two to three weeks, but the suc- 
ceeding stage should be done in advance 
of such amount of new bone formatior 
as will prevent proper collapse. New bone 
formation may be retarded by removing 
external or accessible periosteum, but is 
not of sufficient importance to warrant 
the hazard of tearing the pleura in attempt 
at removing the underlying periosteum. 
After obtaining the full results from a 
completed thoracoplasty, new bone forma- 
tion is desired for its stabilizing effect. 


There is diversity of opinion as to 
whether thoracoplasty should begin at the 
apex or base. There are some who be- 
lieve extensive first stage thoracoplasty 
over the apex, by producing greater col- 
lapse, has the additional dangers of sud- 
den interference with aeration and sudden 
loss of vital capacity, and is of greater 
danger in cases with an unsound myocar- 
dium. The experience of many surgeons 
does not coincide with the above state- 
ments. Reasoning from the point of view 
of selective collapse, thoracoplasty should 


begin over the location of cavitation. Since 
many phthisiologists and surgeons at pres- 
ent agree that many cases with cavitation 
confined to apical portion of lung do not 
require complete thoracoplasty, and in 
some cases the resection of only four or 
five ribs, for satisfactory compression and 
results, it appears very logical that thora- 
coplasty in these cases should begin at 
apex 
THE LENGTH OF RIB SEGMENTS 

There is little, if any, dissension to the 
principle that a satisfactory thoracoplasty 
requires resection of such lengths of rib 
segment, such number of ribs, and so sit- 
uated as to produce that amount of relax- 
ation and compression necessary to prop- 
erly close cavities and meet other requi- 
sites commonly accepted as a satisfactory 
result, but there is still much diversion of 
opinion regarding the nature and extent 
of procedure required. These opinions 
range from minimal segments excluding 
first rib to complete removal of all ribs 
excepting the twelfth. Without discussing 
this point at length, it would appear more 
rational to remove such length and such 
number of ribs and so situated as to give 
the required relaxation and compression. 
As more experience is acquired, more 
stress is placed upon removing posterior 
segments well back to the transverse proc- 
esses. B. P. Potter, in a recent article, 
points out that rib resection is done pri- 
marily to uncover cavities, and that cavities 
are generally found in the paravertebral 
gutter. Removal of the first rib is of great 
importance and should always be removed, 
except in cases where added trauma or 
an unusual situation constitute an unwar- 
ranted hazard. 

In the final analysis of progress made 
in the treatment of pulmonary tuberculo- 
sis during the last decade, the greatest 
benefits come through procedures which 
supplement “Time Honored Rest” and bet- 
ter tissue contact which facilitate and 
promote fibrosis, nature’s great weapon 
for healing and cure. 

It appears that if students in medical 
schools and as interns could by a more 
strenuous and thorough training become 
more proficient in diagnosticating pul- 
monary tuberculosis, it would add knowl- 
edge, confidence and refinement in their 
approach at solving other difficult prob- 
lems in the chest, as well as bring tuber- 
cular patients to a well appointed service 








before they are doomed to a short life of 
suffering and invalidism. 
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M USKOGEE 


One thinks of the diagnosis of stone in 
the upper urinary tract as a very simple 
matter and there is no doubt that in the 
majority of cases it is. The attacks of 
nephrolithiasis with pain in the costoverte- 
bral angle radiating to the groin and a 
urine pull of blood present very few prob- 
lems. We have but to make a flat plate 
and an intravenous pyelogram to arrive 
at a definite diagnosis of stone. However, 
I believe that even in these cases our diag- 
nosis is not complete until we have gone 
further and tried to explain the presence 
of the stone, i. e., why it formed. 


Briefly stated, the chief causes of stone, 
so far as we understand them, are ob- 
structions to the urinary outflow, infec- 
tion, and the metabolic factor, be it vita- 
mine A, deficiency, or whatnot. Usually 
two or perhaps all three factors are in- 
volved in the same case and in our diag- 
nosis we should include whether obstruc- 
tion and infection are present, and ob- 
struction usually is, and whether we think 
that dietary errors are responsible. If the 
surgeon operating for stone will keep 
these things in mind and plan his opera- 
tion and after treatment accordingly he 
will have fewer recurrences and all around 
better results. The greater number of gen- 
eral surgeons consider these factors not at 
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all, but remove the stone and tell the pa- 
tient he is cured, which is too often not 
the case. 

However, the purpose of this paper is to 
point out a few procedures used by us in 
the actual proving that a shadow on the 
x-ray plate is or is not a stone in the urin- 
ary tract. When a patient presents him- 
self for diagnosis of a chronic abdominal 
pain or pain elsewhere which might arise 
in the kidney one of the first things, in 
my estimation, that should be done is to 
take a flat plate or K. U. B. plate. This is 
particularly true if there are any urinary 
symptoms. Quite frequently a shadow is 
found which might or might not explain 
the pain according to whether it is in th 
kidney, gall bladder or elsewhere. To make 
a definite diagnosis of nephrolithiasis we 
have found the following procedures help- 
ful: 

If a shadow appears in the right kidney 
region in the flat plate we often turn the 
patient over and take a plate in the ventral 
position. If the shadow is a kidney stone 
it will be slightly smaller in the dorsal 
than in the ventral plate, while if it is a 
gall stone the reverse will be true. This 
procedure is helpful but not entirely re- 
liable as a movable kidney may drop for- 
ward and produce a shadow of a kidney 
stone which is the same size or even small- 
er in the ventral than in the dorsal plate. 
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If this should occur a lateral plate will 
often be of help for if the stone is large 
enough to be seen in such a plate it will 
either be well out in front of the bodies 
of the vertebra, in which case it is defi- 
nitely a gall stone, or back over the verte- 
bral bodies, in which case it is a kidney 
stone. One must keep in mind that calci- 
fied glands can occur in either position. 

The gall bladder visualization test is ol 
help where the gal! bladder fills. The pye- 
lo-ureterogram is of course the most use- 
ful of all procedures. | still do a retro- 
grade pyelogram in most cases and my) 
technique is to take three plates: one with 
the catheters in place, one with both pel- 
ves injected, and the last a pyelo-uretero- 
gram. We usually develop the plates as 
we go and look at the one before the next 
one is taken. Thus we are able to repeat 
one if it is not satisfactory or we are able 
to vary our procedure according to what 
develops. (1 have found it most pleasinz 
to be my own roentgenologist as far as 
reading the plates is concerned and like 
wise a thorough understanding of the cys- 
toscopic and pyelographic findings have 
been most helpful to me in my surgery. | 
do not approve of the non-surgical urolo- 
gist.) 

Having developed the plates as we go, 
we have several times found it helpful to 
either take a sitting plate or a lateral pye- 
logram. In the sitting plate if the kidney 
is movable and there is a stone in it, the 
shadow moves downward with the kidney. 
In the lateral pyelogram a shadow which 
in the ordinary pyelogram seemed to over- 
lie the calyx will be proved to be in it or 
outside the kidney area. 

In a case where there is a shadow in the 
ureteral region, and there is the slightest 
question of its not being a ureteral stone, 
a catheter may be passed to the kidney 
and an ordinary flat plate taken. If the 
shadow overlies the chatheter a second 
plate may be taken in an oblique position. 
If the shadow overlies the catheter it is 
undoubtedly a stone, but if it has moved 
away from the catheter it is most likely 
a phlebolith or calcified gland, but it is 
safer always to take a ureterogram for 
there is the possibility of a greatly dis- 
tended ureter in which the stone rolls 
about freely. 

Another point to which I wish to call 
attention is that in taking ureterograms 
and pyelograms care should be taken not 
to inject air as an air bubble may be mis- 
taken as x-ray negative stone. If such a 
shadow does appear it is always best to 


repeat the ureterogram to definitely prove 
whether the negative shadow does or does 
not remain constant. 


We have not attempted to consider the 
cystoscopic procedures employed in the 
diagnosis of stone, but have confined our- 
selves to x-ray procedures, 

The following are brief resumes of some 
interesting cases: 


Case 1. M J]., a white Ale #2 ye s tf age, came 
i g of dys He gave st t 

I s ittacks ) lysu of € yea 
A tlat plate s " i large n shadow 
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g \ } e si “ wer Ci x 
t zg K y A \ plate i at 
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Diagnosis: Cholelithiasis 














Case 2. Mr. M., white male, 48 years of age, cam 
compla ng of pyelitis of several year } 
I I w ¢ i neliated si w ” t 
x K < Re 2 © pyc gra Ss we tne si 
\ * ig U wer Calyx [ Kidney f 
calyx pparently be se gh it. | 
S py< NM gave e s e fi As 
era piate was take! “ urete tnete 
I € | s 5 “ 1 tf iw nea c era 
r A se r pyciog “ e sha “ 
he lower calyx if the Kidney 
Diagnosis: Nephrolithiasis 
Case 3. Mr. M white maie, 41 years of age came 
complaining of pain in the right kidney region and 
there was extre! 1erness and rig mis are 
H had pe re : & 5 deg s | i 
“ € } 16,00 P er ad bee op ited be 
if f a | SiS wi h time one i 
could be f A flat g.1 plate showe i ge 
€ i s € e€ rignt kidney are Cystosc Pp 
ex t I nis § » De ic a 
P uretera n } was ¢ 1 im 
liate We show plate Decause stone has 
€ ypical ppearance fa irge ga s re 
Case 4. M B., white male, age 8 en n ( 
Ss. \ H Sf N ( eril he absenc fa Kid 
supf bee re id ig e We | 
“ H i ed of dysuria and b er shows 
narked ¢ < [ tio! N 6 | ch uret 
c € passe easily both kid 1} urine was 
ihe flat 5 e with the athet« place showe 
s s! 10W erlying e sha “ t the caihete 
] pposite the tervete he n 
fourt umbar vertebra with some 
eg 2 or the edia showed the 
s Ww ipy [ Mw the 
1 the ureterogran showed - re 
ireter aS would De expected stone 
Diagnosis: Rheumatic exostosis, detached from va 
tebra 
Case 5. Mrs. J. P., white female, age 1, came u 
piaining of e left low qua in No 
urinary complaint. Flat g.u. plate showed a shadow 
egion of lower third of left ureter. Cystoscopy 
was done and a catheter passed up the left ureter and 
unother plate taken. In this plate the shadow over 
laid the shadow of the catheter A semiulateral plate 
was then taken and the shadow moved several centi 
eters aw t e shadow of the cathete U re 
rogram was normal 


Diagnosis: Calcification in pelvis, probably a phleb 
olith. 
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ACUTE APPENDICITIS IN INFANTS AND CHILDREN* 


A. S. RISSER, M.D., F.A.C-.S. 
BLACK WELL 


If any excuse is required for the pre- 
sentation of a paper on this subject, it 
may be found in such quotations as these, 
from the writings of physicians and sur- 
geons of large experience: “After the first 
year of life it (appendicitis) is the most 
frequent acute surgical condition arising 
within the abdomen.” (O. S. Wyatt, Minn. 
Med., March, 1933. 

tichardson of Boston says appendicitis 
is the “most common” surgical disease of 
children over one year of age, that at least 
60% of all abdominal operations are for 
the treatment of this disease and that 95% 
of all cases of peritonitis are due to it. 
Hudson reported that of 51,790 admissions 
to the Boston Children’s Hospital, 1378 
were diagnosed as appendicitis—a ratio of 
1 in 37 for admissions for all causes. Only 
tonsillectomies and inguinal hernias were 
more common. Hudson further contrasts 
106 uncomplicated early cases with no 
deaths with 94 complicated late cases, 
among which were 12 deaths, a 12.6% 
mortality. Approximately similar figures 
can be duplicated by almost every hospital 
and surgeon of experience. I quote from 
Charles E. Farr, M.D.: “To our shame it 
must be said that the mortality of acute 
appendicitis in children, taken the country 
over, runs nearer 10 than 5%.” (Surg. 
Clin., April 1935, page 339.) 

For a disease which in most instances 
is so clear cut in its symptoms that they 
can be called classical, and which, taken 
early, is so safely amenable to treatment, 
this mortality is more than a “shame”. It 
is almost criminal. It is the mortality of 
delay, delay in early diagnosis and proper 
treatment. The disease is of such a nature 
that the mortality and morbidity there- 
from rise in inverse ratio to delay in diag- 
nosis and operation. (For no physician 
of experience today questions the fact that 
early operation is the ideal treatment.) 





Moreover, statistics seem to prove a 
steady increase in the death rate, so that 
the total mortality for all ages has risen 
to more than 18,000 deaths annually in 


*Read before the Section on Surgery, Annual 
Meeting of Oklahoma State Medical Association. 
Oklahoma City, May 14, 19365. 





the registration area of the United States. 
It is a terrible mortality. According to the 
statistics of the Metropolitan Life Insur- 
ance Company which insures many thou- 
sand children, the death rate among all 
children also, up to the ages of 10 to 19, 
has shown a continuous upward trend. 
Among children between the ages of 4 to 
19 the death rate from appendicitis ranges 
from fourth to third in the list of deaths 
from all causes. As a dealer of death 
among children, appendicitis ranks with 
influenza and pneumonia combined, with 
tuberculosis and diseases of the heart. 
There are several reasons for this spec- 
ial deadliness of appendicitis in children, 
a brief review of which may here be perti- 
nent. In children, the caecum and its ap- 
pendix are situated relatively high in the 
abdomen, above McBurney’s point and the 
anterior superior iliac spine. The appen- 
dix is relatively larger, both in length and 
diameter. Its opening into the caecum is 
wider and funnel shaped, thus, theoretical- 
ly allowing more ready ingress of infection 
from the caecum. The layers are more 
delicate in structure, particularly the sub- 
mucous coat, and the lymphoid tissue is 
very abundant, increasing in amount from 
about the second to the twentieth years, 
during which period the prevalence and 
virulence of the bacillus coli increases al- 
so. This lymphoid tissue is subject to in- 
fection as is that in other parts of the 
body, and many cases of appendicitis fol- 
low tonsillitis and the acute infections and 
exanthemata. The blood supply is limited. 
The appendix circulation is dependent on 
a so-called terminal blood supply and end 
arteries. The meso appendix is thin and 
poorly supplied with blood vessels, which 
quickly become thrombosed in the presence 
of inflammation. These anatomical defi- 
ciencies make gangrene and perforation 
much more liable, perforation occurring 
from 1/3 to 1/2 more frequently in the 
younger children especially, than in adults. 
Further, in children the omentum is short 
and thin and so is less capable of limiting 
adhesions, closing perforations, and wall- 
ing off infection. In a large per cent of 
children the appendix is retrocecal, from 
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which area toxins seem to be more readily 
absorbed into the hepatic and general cir- 
culation. 

Added to these “‘natural hazards” inher- 
ent in the structure of the child, is the all 
too frequent delay in diagnosis and treat- 
ment. As has been said, the morbidity and 
mortality rate rise in inverse ratio to the 
delay in diagnosis and operation. Pro- 
crastination here is not only the thief of 
time but the destroyer of life as well. If 
to delay is added the further insult of the 
giving of food and laxatives, the damage 
is immeasurably increased. Of a series of 
cases reported from the Samaritan Hos- 
pital of Philadelphia, 92.3% of the appen- 
dicitis patients who died of general peri- 
tonitis had had laxatives. So prone is rup- 
ture to follow purgation that it can be said 
purgation spells perforation, and vice ver- 
sa. Bolling reported a series of 123 cases 
in which 60% of the children over 6 years 
required drainage. The Babies Hospital of 
New York City reported a series in which 
90% had to be drained. Of 300 cases in 
the Boston Children’s Hospital, Cutter had 
to drain 238, or 79.3%. Hudson had to 
drain 42 out of 71 cases, a total of 59.1%. 
Such figures are a sad commentary. Too 
many of our referred cases come “too late 
for early operation, and too early for late 
operation.” The writer recalls only one 
referred case in years which came to him 
under 24 hours. Case after case could be 
cited in which the delay ranged from two 
to four and even five days. Far too often 
such waiting is fatal. 

A brief consideration of the diagnosis 
of appendicitis in children may not be 
amiss. For our rule in this procedure it 
might be well to take the conventional! 
railroad crossing sign: “Stop, Look, Lis- 
ten!”—to which I would add “feel” and 
perhaps “think”. The dictum of Deaver, 
“Look and act: do not watch and wait,” is 
excellent advice. At the outset, we need to 
remember that in children the symptoms 
of this disease are perhaps less apt to be 
“classical” than in adults. Added to the 
difficulty of obtaining from the child a 
correct history of the onset and the chro- 
nological development of the symptoms, is 
the fact of common knowledge that chil- 
dren are more frequently subject to tran- 
sient digestive and intestinal disorders. 
Hence the possible presence of appendicitis 
is too often overlooked. As Finney re- 
marked: “In adults the tendency is to mis- 
take something else for appendicitis; in 
children one is inclined to mistake appen- 
dicitis for something else.”’ Hence in view 


of the danger of mistaken or delayed diag- 
nosis and treatment, we will do well to 
take for our guidance the wise words of 
Deaver: “In acute abdominal conditions 
the appendix should be considered first, 
last and always.” 

As a rule, pain is the first symptom of 
appendicitis in children, as in adults. In 
the consideration of this symptom it is of 
prime importance to secure from the child, 
if possible, or from the parents or attend- 
ants, a personal history of the child as 
well as a history of the immediate onset 
of the pain, its character and location, and 
the presence and chronological develop- 
ment of other symptoms. Not all children 
are cast in a common mold. Hence it would 
perhaps aid us by urging us to a more 
careful elicitation and weighing of symp- 
toms, if instead of demanding the so- 
called classical train of symptoms in chil- 
dren, we should expect most cases of this 
disease to be atypical in their symptomat- 
ology. This fact might stimulate us to a 
more careful inquiry into each symptom, 
and a wiser correlation of the symptoms. 
Knowing how frequently the principles of 
diagnosis are violated in this connection, 
the author begs indulgence for the seem- 
ing repetition of these principles. 

Inspection should be made in a well- 
lighted room, if possible. Note should be 
made of the faces, whether pinched or 
pale or toxic or anxious in appearance; 
whether breathing is costal or abdominal! 
in type; whether the abdomen is relaxed, 
or scaphoid or distended; whether intes- 
tinal patterns show on the abdomen; 
whether the limbs are flexed or relaxed. 

In what may be termed the personal 
consideration of the pain, the wise physi- 
cian will secure first of all the cooperation 
of the child. This can rarely be command- 
ed. It must be won—and that frequently 
by indirection. For this, time may be re- 
quired. Rarely is even “leisurely haste”’ 
permissible. Frequently the examination 
of the child can be made in the course of 
a “visit,” during which the exact history 
may be obtained from the parents. Seem- 
ing casualness in the preliminaries may 
open the way to the child’s confidence and 
cooperation, and thus to a correct solution 
of the diagnostic problem. The primary 
pain may not have been severe, and the 
attack may have been very brief. We need 
to know the location of the pain, its char- 
acter, if obtainable or definable by the 
child and its parents. In regard to the lo- 
cation of the pain also, we may almost 
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but not quite disregard the classical loca- 
tion of pain and tenderness; and McBur- 
ney’s point need not exist for us save per- 
haps as a point of departure. Only the 
primary pain of appendicitis is in that or- 
gan alone. The secondary and later pain 
is compounded of pains, or sensations, due 
to the involvement of other organs second- 
arily, and is thus the symptom of compli- 
‘vations. Thus the location of the pain and 
tenderness and of rigidity will be deter- 
mined by the location of the appendix. 
Anatomists and surgeons recognize that 
no organ in the body varies as greatly in 
its anatomic relations as does the appen- 
dix. Hence, in not over 50% of our cases 
will we find McBurney’s point the center 
of interest. 

For the detection and estimation of 
pain, tenderness and rigidity, the utmost 
gentleness and consideration for the feel- 
ings of the child are necessary. We need 
to utilize our knowledge of child psycho!- 
ogy, even to making a “game” of our ex- 
amination. Thus the writer has won the 
trust of a child by the munificent preseni 
of two shining new “pennies,” and mus- 
cular relaxation followed in the preoccu- 
pation incident to the contemplation of the 
glittering gift. If there be those who scoff 
at this “child’s play” placed in a supposed- 
ly “scientific” paper, the author maintains 
that the proceedings outlined will be found 
scientifically correct, and fruitfully rich 
in results. 


In child language pain is a “hurt” and 
the phenomenon it represents may not be 
recognized by any other term. Hence, it is 
not undignified to use the child’s own 
phraseology. Here as elsewhere in life, a 
thoroughly warm hand will aid us in 
smoothing the way. For a cold and heavy 
hand will inspire fear in the child’s mind, 
and muscular spasms and twitchings in 
the abdominal muscles, which spasms may 
be entirely unrelated to intraabdominal 
pathology. Here again indirection in meth- 
od may lead to direct success. The find- 
ing of local tenderness and rigidity should 
seem incidental to a visit with the child 
and its parents. With eyes fixed on the 
patient’s face, with the patient’s knees 
flexed, perhaps supported by a cooperative 
parent, palpation should be carried on 
gently, exploring first every other part of 
the abdomen before proceeding to the af- 
fected area. Once apprehension is allayed, 
and the child’s confidence won, much may 
be learned from an intelligent use of the 
sense of touch. The facial expression, the 
presence of blinking, flinching or scowl- 





ing, are often more expressive than mere 
words. Visceral and abdominal reflexes 
are often more certain and spontaneous 
and trustworthy than speech which is 
prone to be colored by the psyche. While 
children are not to be depended on to give 
a logical exposition of their symptoms or 
an analysis of them, that is, after all the 
physician’s function. However, children 
are by nature frank and forthright, they 
have less inhibitions, less preconceived no- 
tions and self-made diagnoses to contend 
with, nor so many mimic symptoms as do 
adults. 

This is perhaps as opportune a place as 
any to say that in my judgment it is an 
error to apply ice and to freeze the ab- 
dominal wall so indiscriminately as is 
done. It often masks symptorns and the 
writer fails to see how freezing of the 
abdominal wall can have much or any ef- 
fect except to increase internal congestion. 


Once having secured the confidence and 
cooperation of the child, we can determine 
the presence of tender areas, their loca- 
tion, the presence of rigidity and, unfor- 
tunately, in late or neglected cases, tumor 
formation. In many cases confirmation 
may be obtained by fully extending the 
legs or having the child sit up or assume 
the left lateral position. Practically al- 
ways these maneuvers will be found to ac- 
centuate the symptoms and so tend to con- 
firm the presence of intraabdominal infec- 
tion, its location and probable causation. 
In this examination we must not neglect 
the right costovertebral area, for often 
tenderness here denotes a_retrocecally 
placed inflamed appendix. Percussion is 
usually not very helpful because of nerv- 
ous apprehension and muscular reactions. 


Parenthetically, the writer confesses 
that rectal examination made as carefully 
as can be has not yielded him the diagnos- 
tic aid which most writers profess to at- 
tain. In the case of a low-lying appendix 
with extension of infection and tumor for- 
mation downward along the right pelvic 
wall, rectal examination would yield con- 
firmation, but tumor is a late sign and 
should not be awaited. In our experience 
also, in the large majority of cases, the 
appendix lies above the iliac crest and is 
very frequently retrocecal and even sub- 
hepatic. However, a careful rectal exam- 
ination is in order, even made under light 
narcosis. 

If abdominal tenderness and rigidity 
and rebound pain (or Blumberg’s sign) 
are present and have followed a prelimin- 



































iry colicky intermittent pain with com- 
parative ease between attacks, perhaps be- 
ginning in the night and radiating about 
the region of the navel, we may be said to 
have begun our diagnosis. 

However, a thorough examination of the 
chest is in order. Because of the nerve 
distribution to the viscera of chest and ab- 
domen, diseases of the pleura and lung fre- 
quently simulate acute abdominal disease, 
and operations mistakenly undertaken— 
with results usually to be deplored. If 
there is any question of pneumonia or oth- 
er chest condition an x-ray of the chest 
should not be neglected. “Whenever a 
child complains of pain in the abdomen, 
examine the chest.’”” So Trouseau wisely 
advised. Pleurisy and pneumonia are char- 
acteristically accompanied by costal or ab- 
dominal breathing, rapid, grunting in type, 
with flushed cheeks and dilated alae nasi, 
higher white cell count, higher fever, high- 
er pulse rate and greater restlessness. A 
“cold” may have preceded the attack and 
the pain in question is usually higher in 
the abdomen than the pain of appendicitis. 

Occasional nausea and vomiting are pres- 
ent in at least perhaps 75% of cases of 
appendicitis in children—certainly to a 
greater extent than in adults. On the oth- 
er hand, nausea and vomiting are of such 
frequent occurrence in children that these 
symptoms taken alone are not consistently 
of diagnostic value in appendicitis. Re- 
membering that vomiting is common in 
the many digestive upsets of children as 
well as a frequent accompaniment of the 
onset of the acute infectious and the exan- 
themata, we need not be influenced too 
much by its presence. However, if nausea 
and vomiting follow the onset of marked 
abdominal pain, we have a symptom of 
great possible value. It remains to deter- 
mine the cause of the vomiting—a chapter 
which we can not discuss here. 

Fever is usually present but to variable 
degree. It is seldom very high, rarely 
above 101 to 103. A gradual rise is com- 
mon. The absence of fever, however, does 
not preclude the presence of even a gan- 
grenous appendix. Thrombosis of the mes- 
oappendiceal vessels may temporarily pre- 
vent the absorption of toxins. A sudden 
drop in the fever, especially when accom- 
panied by increase of the pain or shock, 
may spell a perforation. If markedly high 
and “saw tooth” in type, especially if ac- 
companied by chills, we need to look out 
for pyelitis, ureteral stone or other urin- 
ary infections. Additional, differential 





Signs are the fact that pyelitis occurs most 
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frequently in girls while appendicitis oc- 
curs oftenest in boys. The abdominal 
symptoms are usually less pronounced, and 
hematuria, pyuria, dysuria and frequent 
urination are usually demonstrable. Even 
with a positive urine, however, we need 
to remember that all these urinary symp- 
toms have been caused by an inflamed ap- 
pendix lying next to the bladder, kidney 
or ureter. On occasion, also, disease of 
the appendix and of the urinary system 
are co-existent. Here again it is a good 
rule to “Stop, Look, Listen!’ If the symp- 
toms are not too urgent an x-ray of the 
urinary tract may aid in the diagnosis. 

In addition to the urine, the blood should 
also be examined. The white count is, as a 
rule, only moderately high, ranging from 
10,000 to 15,000. The differential count 
is most important. If it is over 80%, in- 
fection can be considered present, but its 
location remains to be determined. It is 
to be emphasized that the blood count 
alone, neither from the standpoint of diag- 
nosticating the presence of appendicitis 
nor decision for or against operation, is to 
be depended on. A low white count, even 
in the presence of a gangrenous appendix, 
has been our experience. In this, as in oth- 
er diseases, laboratory findings are not to 
be taken as conclusive, apart from the 
signs and symptoms obtained by a careful 
and conscientious examination. 

Constipation is usually present, perhaps 
in 90% of the cases—as one would expect 
from a knowledge of the inhibitory action 
of infection on the peritoneum. But the 
writer has had several cases in which se- 
vere diarrhea preceded or accompanied ap- 
pendicitis. The cause of this phenomenon 
is not clear. Was an enterocolitis the cause 
of the appendicitis or vice versa? 

Other conditions causing pain and con- 
stipation may need to be ruled out. Among 
these are volvulus, intussusception, disease 
of a Meckel’s diverticulum, mesenteric 
lymphadenitis, abdominal allergy, and in 
older girls perhaps, tubal infection. Most 
of these conditions have a separate symp- 
tomatology and can only be mentioned 
here. 

As regards the operative treatment, it 
is a good rule to “get in quick; get out 
quicker’’—ungrammatical as is the phrase- 
ology. The wise surgeon will expose as 
little new peritoneum as possible to infec- 
tion. In most instances the appendix can 
be properly removed, but occasionally “dis- 
cretion is the better part of valor” and a 
simple opening of the abscess is wise. 
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“When in doubt drain” is perhaps a good 
rule, but in the opinion of the writer, add- 
ed experience in the care of these cases 
makes drainage less frequently necessary. 
Drainage is probably never indicated un- 
less free pus is present, and usually the 
drain can be safely removed within four 
days. A split soft rubber tube with a 
gauze wick within is preferable. In the 
after-care we need to secure comfort if 
possible, and to combat dyhydration and 
acidosis. The Fowler position has its ad- 
vantages. Fluids, saline solution, glucose, 
all have their value, introduced into the 
system by whatever means are indicated. 
In selected cases, we have given saline and 
glucose intraperitoneally, with satisfac- 
tory results. And! We need be in no great- 
er haste to administer laxatives after than 
before the operation! 

It will be remarked that we have not 
cumbered our brief resume of this import- 
ant subject with case histories, since the 
purpose is to call attention to the sad re- 
sults of delay in diagnosis and treatment, 
to make some suggestions as to means and 
methods of accurate and early diagnosis. 

Since appendicitis is probably not a pre- 
ventable disease, our sole means of put- 
ting a stop to the tremendous toll of life 
exacted by it is early recognition and early 
operation. 

Parents must be instructed as to the 
possible danger of abdominal pain and the 
wisdom of consulting competent medical 
advice. Also the perils of food and purga- 
tives need to be emphasized. Physicians 
have here a great duty and responsibility. 
To emphasize this responsibility and op- 
portunity has been the aim and purpose of 
this brief dissertation. 


DiIscUSSION—Dr. C. M. Pounders, Oklaho- 
ma City: 

I doubt if there has been a paper read 
or one that will be read before this meet- 
ing, of any more importance than this 
paper of Dr. Risser’s. He has very clev- 
erly, I think, brought out and dwelt up- 
on those points upon which most of us 
are weak and upon which most of us 
stumble in looking after these cases. Ap- 
pendicites in the young child, while it is 
not quite as common as it is in the adult 
and older persons (that point has been 
over-emphasized, I think, and that is one 
of our troubles), is more common, I am 
sure, than is generally recognized and it 
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seems to be, if anything, on the increase. 
We have a condition, as Dr. Risser pointed 
out, in which surgery is entirely effective 
and almost without mortality if it is made 
available in time. There may be cases of 
appendicitis that are more or less benign 
and if allowed to go on do not result in 
disaster, but there is no way we can de- 
termine these cases, so the only safe pro- 
cedure is to regard them as dangerous and 
hazardous and make the diagnosis and 
make surgery available to them at the 
earliest possible moment. The difficulties 
in the diagnosis were brought out by Dr. 
Risser quite well, I think. It is much more 
difficult to make a diagnosis of appendi- 
citis in a child, but if you go at it as care- 
fully and cautiously as he suggested in this 
paper, take your time and not hurry, you 
should be able to reasonably well arrive 
at a diagnosis in nearly every case that 
comes to us, without undue amount of de- 
lay. Dr. Risser inferred one thing in his 
paper which he did not come out and em- 
phasize quite as much as I am going t 
do, and that is those of us who don’t do 
surgery at all probably have a greater re- 
sponsibllity in the presence of a mortality 
rate than do the surgeons themselves for 
this reason—most of these cases come to 
us. They go to a pediatrician or some gen- 
eral practitioner who doesn’t do surgery. 
When a child has a stomach-ache the peo- 
ple do not call in the surgeon generally, 
and we are responsible much more than 
the surgeon, because we dally around and 
fail to make a sufficiently early diagnosis 
to give the surgeon a chance to operate 
while he can still save them. 


I 
AND ECLAMPSIA: REPORT OF THE AMER- 


MANAGEMENT OF PREECLAMPTIC TOXEMIA 
EP 
ICAN COMMITTEE ON MATERNAI 
LI 


WI ARI 
The American Comn on Maternal Welfare 
(Journal A. M. A., May 11, 1935), believes that perm- 
anent injuries or deaths attributed to the nonconvul- 
sive and convulsive forms of toxemia of late preg- 


nancy are largely preventable and discusses the early 
signs of preeclamptic toxemia, the essential measures 


nt of toxemia of late 





for the detention and 1 





pregnancy, methods of induction of labor, eclamptic 

convulsions, treatment of eclampsia and postpartum 
; , 

convulsions. In their discussion they have made no 

attempt to include all available methods of examina- 


tion and treatment but rather to give a brief outline 
of conservative, comparatively simple, and reasonably 
effective measures available to the general practitioner 
as well as to the specialist in obstetrics. Severe pre- 
eclamptic toxemia or eclampsia constitutes a hazard, 
in the management of which consultation is highly 
desirable and adequate hospital facilities are distinctly 


advantageous. 
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ROBERT L. HOWARD, M.D. 
OKLAHOMA CITY 


Through the efforts of many investi- 
gators, during the past few years, it has 
been conclusively demonstrated that an in- 
dividual may develop a contact hypersen- 
sitivity to almost any element in his en- 


vironment. 


In view of this fact, it is felt 


that the presentation of a partial list of 
common materials to which we are almost 


HOUSEHOLD 


A—Antiseptics 
Alcohol 
Borax 
Boric acid 
Carbolic acid 
Glycerol 
Hexylresorcinol 


solutions (S.T. 37) 


Iodine 

Listerine 

Lysol 
Mercurochrome 


Mercury ointments 


Pepsodent Antiseptic 


Tincture of 
merthiolate 


MATERIALS 


I 
REMEDIES 
B—Burn Remedies 
Butesin picrate 
Linseed oil 
Unguentine 
C—Antiphlogistics 
Absorbine J 
Flaxseed poultice 
Mustard plaster 
D—Parasiticides 
Sulphur ointment 
E—Nose Drops 
Vick’s Nose Drops 
F—Adhesive Plaster 


II 
CONTAINING 


EMANATIONS 


A—Cow Hair 
Carpet yarn 
Carriage robes 
Cheap furs 
Glove linings 
Mattress stuffing 
Toy coverings 

B—Camel Hair 
Belting 
Blankets 
Brushes 
Coats 
Oriental rugs 
Sweaters 

C—Sheep Wool 
Blankets 
Cloth 
Felt 
Mattress stuffing 
Rugs 
Tapestry 
Quilt padding 

D—Horse Hair 
Coat padding 
Mattress stuffing 


Upholstery 


From the Balyeat 
ahoma Cit: 


Read before the 
State Medical 
May 15, 1935. 


Annual Meetings f the 
Associ 


ANIMAL HAIR 
E—Goat Hair 
Mohair upholstery 
Mufts 
Rugs 
Suits 
Wigs 
F—Rabbit Hair 
Felt 
Furs 
Glove linings 


Piilow stuffing 
G—Human Hair 
Hair 
Transformations 
H—Dog Hair 
Pets 
I—Cat Hair 
Pets 
J—Feathers 
Canaries 
Comforters 
Domestic fowl 


nets 


Dusters 
Hat trimmings 
Parrots 


Pillows 
Upholstery stuffing 
ind Asthma C 


OK 


OR 
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CONTACT DERMATITIS* 


constantly exposed during the course of 
our daily life will be of assistance to the 
general practitioner. 

The following may be considered repre- 
sentative of the various types of substan- 
ces responsible for a considerable portion 
of obscure skin eruptions. 


Ill 


ARTICLES CONTAINING COTTON, FLAX, SILK, 
RAYON AND LEATHER 


A—Cotton C—Flax 
Flannel Collars 
Gingham Cufts 
Indiar Head Damask 
Mattress stuffing Linen 
Pillows Sheeting 
Quilts Thread 
Robe padding D—Rayon 
Toweling Scarts 
Wound d ssings St rckings 

B—Silk Ties 
Dresses Underwear 
Hair ribbons E—Leather 
Hose Belts 
Rugs Gloves 
Scarfs Hat bands 
Shirts Razor strops 
Ties Riding equipment 
Underwear shoes 
| pl ste 


IV 
COSMETICS 


Hair 


ayes ( 


reams 
Eyebrow & lash dyes Perfume 
Hair tonics Powders 
Hair oils Hand lotion 
Shampoos Tooth paste 
Face astringents Nail preparations 


Soap 
V 
WOOD, SAWDUST, RUBBER, 
ALLOYS 


METALS AND 


A—Wood and Sawdust Girdles 
Birch Gloves 
Brazilian walnut Sheeting 
Ebony Metals and Alloys 
Japa ese ird Ww Combs 
Mahogany Dentures 
Oak Earrings 
Rosewood Hairpins 
Satinwood Necklaces 


Rings 
Spectacles 


Watch bands 


B—Rubber 
Bunion protectors 
Garters 





A—Lacquers & Varnishes 
Auto wheel 
Canes 
Crutches 
Floor 
Furniture 
Lamp shades 
Mah Jongg sets 
Radio earphones 
Telephone receivers 


Begonia 

Bleeding heart 
Chrysanthemum 
Fungi (penicillium) 
Geranium 


Asparagus 
Cinnamon 
Chocolate 
Flour 
Grape 
Lettuce 


Arsenic compounds 
(wall paper) 

Bismark Brown 
(shoes) 

Erythrosin 
(stockings) 


X 


Ammonium persul- 
phate (dough im 
provers) 

Mercuric sulphide 
(red) (dentures) 

Metol and pyrogal- 
lic acid (photo- 
graphic develop- 
ers) 

Naphthalene 
(moth balls) 

Oil of mirbane 
(insect spray) 


XI 
DRUGS USED BY 
Anesthesine 
Butesin 
Butyn 


Chloral 
Cocaine 





first seen at the clinic in 


IX 
DYES 


The following case 
different types of contact dermatitis: 
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VI 
LACQUERS, VARNISHES 
CLEANING PREPARATIONS 


POLISH, WAX AND 


Toilet seats 
Toys 

Polish and Wax 
Johnson's floor wax 
O'Cedar oil polish 
C—Cleaning Preparations 

Bleaches 

Liquid cleaners 

Soaps 

Washing powders 


~ 
ios) 


VII 
PLANTS 


Hyacinth 
Poison ivy 
Primrose 
Ragweed 


Tulip bulb 


Vill 
FOODS 


Orange peel 
Parsnip 
Sugar 
Tomato 
Vanilla 


Ochre dye 
(curtains) 

Paralac ink roto- 
gravure (newspaper) 

Paraphenylendiamine 
(furs) 


CHEMICALS 


Paradichlorbenzene 
(deodorants) 
Paratoluidin (shoe 

polish) 
Pyrethrum (insect 
powder) 
Pyroxylin and cel- 
lulose acetate 
(horn-rimmed 
spectacles) 
Resin (violin) 
Sulphate and phos- 
phorus (matches) 


PHYSICIANS 


Ephedrine 
Nupercaine 
Orthoform 
Procaine 


reports illustrate 


Cosmetic Dermatitis 


Case 1. Mrs. C. S. W., white female, aged 42, was 


March, 1934. She com- 





plained of a skin eruption of the eyelids, neck, shoul 
ders and arms, that had appeared periodically dut 
ing the past six years 

All tests were negative except two of her favorite 


cosmetics 


i-hour reading 
April Showers Brilliantine 
Yardley’s Lavender Sachet 
After discontinuing these preparations the patient 


recovered rapidly 
COM MENT 
This case is an excellent example of the 
great length of time that a cosmetic hy- 
persensitivity may go unrecognized. 
Nickel Dermatitis 
Case 2. Dr. R. M. B., who has no family history 


of allergy, called attention on September 8, 1934, to 


a vesicular dermatitis that had developed under 

gold alloy ring. The lesions were first noted nine 
months previously, when the ring was worn on the 
third finger of the left hand The ring had been 





transferred to the corresponding finger of the right 


hand some time in June, 1934 


At the time of observation in September the in- 
volved area on the left hand had healed, but a vesi- 
cular eruption was present 1¢ right ring finger 
The ring was removed and the dermatitis observed 
for a period of five weeks At the end of this time 
the inflammatory process had largely subsided, though 
a tiny vesicular and scaly patch persisted on the third 


interdigital web 


Since the ring was known to contain nickel, it was 
judged to be the real offending agent. A patch test 
was done, using a well-cleaned nickle coin. After 
forty-eight hours, the patch was removed, revealing 
a definitely positive reaction (Fig. 1.) 

- 
4 





COM MENT 


This case demonstrates: 

(1) How a piece of jewelry may be re- 
sponsible for a very stubborn skin erup- 
tion. 
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(2) The development, in a non-allergic 
individual, of generalized skin sensitiza- 
tion following local sensitization in a small 
area. 

(3) The persistence of skin lesions for 
weeks after the removal of the offending 
allergen. 

(4) That the causative agent may be 
demonstrated by the patch test. 


Silk Dermatitis 








Case 3. G S.. white nale agead 10 years, Was 
brought to the clinic June »7, because f an 
isthma of two years’ standing. Aside trom the fact 

at one maternal cousin | S history of 

ierey Cc d be bt ne 

Skin tests showed strong positive reactions to rag 
weed, bermuda grass and feathers, as well as 
responses to other members of the animal 
group 

Under appropriate therapy the asthr disappeared 
nd the patient remained well until January, 1934 
when he returned with a dermatitis on the nterio 
part of the neck 

Test reveale (Fig. 2) 

Silk scratch ({ € powder) 
Silk patch (muffler) 

Patien was ist cte silk and we 

vy cott ¢ a fflers. Whe hic was 

1¢ the dern exress¢ i nd c he 

Py 

£ 
_*. ; 
wht 
4. 
; Save 
. 
Fig 2 (1) Rig ippe nd \ I plus 
tiv s« tch tes k pre ! Thes 
s developed withi nutes. (2) Le “ 
nt l tel (3) Le ppt Mildly positive 


COMMENT 


This case shows the following points of 
interest: 


(1) Common articles of wearing ap- 
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parel may be responsible for annoying skin 
manifestations. 


(2) The positive scratch reaction indi- 
cates the patient is an allergic individual 
and that blood reagins could, in all proba- 
bility, be demonstrated. 

(3) In cases of this type where the per- 
cutaneous test is more striking than the 
patch reaction, the offending allergin usu- 
ally produces its effects more as an inhal- 
ant than by its direct irritant action upon 
the epidermis. 
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THE THERAPY OF THE COOK COUNTY HOS 
PITAL: ECLAMPSIA 


Bernard Fantus, Chicago (Journal A. M. A., April 
20, 1935), describes the therapy of eclampsia as it 
practiced by the attending staff of the Cook County 
Hospital. The prophylaxis of eclampsia is an import 














a of antepartum Care t requires routine ex 
every two weeks he last 
Oo pressure, urine and weignt 
€ adica n of foc f ti0Nn, especially 
i¢ li Care Ss L De nsis mn W he cor is 5 
e present i eme exists that req es ne 
liate and cons i If the convulsion occur 
t ome norp! € ).03 Gm.) should be give 
nediately by hypode ic impec 1, to quiet the pa 
t 1 gz transte¢ he hospita The 
may be classified as (1) sedat (2) hypohydra 
(5) suppor ind (4) opera As iny severe 
case of preeclamptic toxemia convulsions may occu 
from twenty-four to forty-eight hours after delivery 
and the sures as described sho ib 
ued fo several days I is well t give is 
utine afte iF f hypodermic injec | 
.015 G f morphine sulphate B 1 pressure 
readings and the urinary output should be recorded 
daily The blood should be examined for nonprote 
nitrogen retention The low protein and salt po 
diet should be continued until edema has disappeared 


Chen fluid should be given freely, provided the kidney 


can respond to the appeal If the blood pressure and 
urine do not return to normal within two weeks afier 
jelivery, the therapy of nephr tis 1S indicated 


SUMMER DIARRHEA IN BABIES 





Casec (calcium caseinate), which is almost wholly 
2 combination of protein and calcium, offers a quickly 
eftective method of treating all types of diarrhea 
both in bottle-fed and breast-fed infants For the 
former, the carbohydrate is temporarily omitted fron 


the 24-hour formula and replaced with 8 level table 
spoonfuls of Casec. Within a day or two the diar 
rhea will usually be arrested, and carbohydrate in the 
form of Dextri-Maltose may safely be added to the 
formula and the Casec gradually eliminated Three 


six teaspoonfuls of a thin paste of Casec and water 


given before each nursing, is well indicated for loose 
stools in breast-fed babies. Please send tor samples 
to Mead Johnson & Company, Evansville, Indiana 
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SYMPATHETIC OPHTHALMIA* 


CHARLES H. HARALSON, M.D. 
TULSA 


Sympathetic ophthalmia was first men- 
tioned in the oldest German book on oph- 
thalmology written by Bartisch in 1583. 
He wrote that “in cases of injury to one 
eye, the other good eye is besides also in 
great danger.” This as well as a few spo- 
radic case reports was all, until William 
McKenzie so clearly described sympathet- 
ic ophthalmia in 1835. 

Augustin Prichard advocated the remov- 
al of the injured eye as a curative measure 
in 1851; this was generally accepted and 
practiced. 

Ernst Fuchs in 1905 demonstrated sym- 
pathetic ophthalmia as a disease entity, 
supporting his conclusions by extensive 
anatomical and histological findings. The 
etiology was considered to be an infectious 
process due to the introduction of some 
micro-organism through the perforation. 

Since 1905 the bacteriologists have lab- 
ored long and ardently endeavoring to iso- 
late the specific micro-organism causing 
such a distressing disease. Due to scar- 
city of material and inaccessibility of the 
tissues involved, definite knowledge of the 
etiology of sympathetic ophthalmia has 
not been attained. 


There have been numerous theories, and 
many experiments have been conducted 
endeavoring to throw light on the etiology 
of this particular form of uveal disease. 
The most generally accepted theories are: 

1. Bacterial transmission along or 
through the optic nerve. 

2. Bacterial transmission by metastasis. 

3. Allergy or hypersensitivity to uveal 
pigment. 

The many conflicting reports of clin- 
ical cases and experiments leave the read- 
er in much the same frame of mind as 
Bartisch, who, in 1583, wrote that “in 
cases of injury to one eye, the other good 
eye is besides also in great danger.” 

The ophthalmologist who does not have 
the greatest respect for sympathetic oph- 
thalmia should visit one of the state schools 


*Read before the Section on Eye, Ear, Nose & 
Throat, Annual Meeting of Oklahoma State Med- 


ical Association, Oklahoma City, May 14, 1935 





for the blind; there he will see the most 
deplorable end-results of this disease. 


After examining and listening to the 
history of a score of these physically nor- 
mal youngsters, it will not be possible for 
him not to have a more thorough under- 
standing and sympathetic concern for all 
eye injury cases that may come under his 
observation. 

The diagnosis of sympathetic ophthal- 
mia is most difficult. The symptoms are 
varied and inconstant, making it impos- 
sible to make a diagnosis without the use 
of all the diagnostic aids available. 

The first subjective symptoms are pho- 
tophobia, low grade pain in the eye, lacri- 
mation and a deficient accommodation ; 
scleral injection may or may not be pres- 
sent. In such an eye where there is a his- 
tory of injury, an examination with the 
corneal microscope should be made; if 
there are cells in the aqueous, they should 
be considered conclusive evidence that it 
is a case of sympathetic ophthalmia and 
the eye should be treated as such until 
proven otherwise. 

The differential diagnosis between sym- 
pathetic ophthalmia and _ iridocyclitis is 
often impossible to make, except by clin- 
ical observation, and possibly the addition- 
al information obtained after enucleation. 
Findings in the enucleated eye which are 
considered pathognomonic of sympathetic 
ophthalmia are degenerative processes in- 
volving chiefly the uveal tract, epithelioid 
cells closely packed together with an occa- 
sional giant cell (the type described by 
Langhens) in their midst. The sclera is 
rather frequently involved in those cases 
in which the disease has been of long 
standing: there is a general round cell in- 
filtration in the body of the iris and the 
choroid. This being a constant factor in 
a large number of the enucleated eyes 
which have been injured, has finally been 
settled upon as the true picture of sympa- 
thetic ophthalmia. However, the similiar- 
ity of both the clinical and pathological 
findings in sympathetic ophthalmia to 
those of tuberculosis is rather definite. 
The tubercule bacillus has been isolated 




































both from the blood stream and from the 
tissue of two eyes that were considered 
undoubtedly affected by sympathetic oph- 
thalmia. This fact would allow us to at 
least consider the tubercular hypothesis. 

The treatment of sympathetic ophthal- 
mia is as elusive as the diagnosis. Unless 
the vision in the injured eye is fairly good 
or is equal to that in the sympathizing 
eye, it is customary, since 1851, to enucle- 
ate this eye, taking off a long section of 
the optic nerve. It has been recommended 
that the socket be treated by moderately 
large doses of radium; otherwise, the lit- 
erature contains many case reports, with 
varied results from all types of treatment. 

The results as described in the litera- 
ture are far from conclusive but seem to 
favor those cases which have been intense- 
ly treated by some form of arsenic, sodi- 
um salicylate or non-specific protein ther- 
apy. 

Personally, I have used the treatment 
recommended by Gifford, because of the 
seemingly direct effect that sodium sal- 
icylate appears to have upon the uveal tis- 
sues. In the two cases that I have seen, 
the result was an improvement of the vis- 
ion from 20/50 to 20/20 in one case; the 
other patient had a total loss of vision, 
therefore the next case will materially in- 
fluence my percentage. 

In the present day information the final 
outcome of treating this disease depends 
largely upon an early diagnosis, combined 
with intensive treatment, as well as put- 
ting the patient completely at rest and us- 
ing all eliminative and supportive meas- 
ures that you would use in any seriously 
ill individual. The specific treatment in 
the past twenty years seems to be about 
equally divided between massive doses of 
sodium salicylate, arsenicals, and non-spe- 
cific protein therapy. 


CASE REPORTS 


No. 1. C. M., age 35; male. Injured May, 1923 
Patient reported complaining of inability to see. His 
tory: Family and personal history negative. M 
1923, was struck in right eye with a sharp stick; he 
consulted his family physician, who put two stitches 


in the eye; three months later he complained of pain 
and photophobia in the right eye; this would improve 
for a few days then would return again. Some time 
later the left eye became inflamed; visual loss was 


not definite until about one year after the accident 


This patient was led into my office in July, 1924; 
right eye ball slightly decreased in size; anterior 
Rtteeeetet and is sttached to 
chamber was obliterated and iris was attached 
corneoscleral scar on temporal side; the sclera was 


injected and the eye was very sensitive to touch 


Left eye: Vision 10/200, cornea was cloudy and had 
numerous old and new deposits on posterior sur- 
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face. The iris was swollen and showed a few nod 

lar areas; the pupilary margin was firmly attached 
to the lens capsule. Fundus examination revealed 
dull red reflex only; the sclera was injected and pair 
ful to pressure 

The injured eye was enucleated after start neg the 
treatment of massive doses of sodium and elimin 
tive measures After two weeks the eye was totally 
blind 

N < J H age > ii¢ Piece ft stee pe 
trated corneoscleral margin in May, 1928: steel was 
removed by a magnet; patient dismissed from hos 
pital with no apparent inflammation in the right 
eye. Four weeks later patient returned with pain 
he left eye, and photophob a in the right eye 

Patient was dismissed from the hospital with 
symptoms s cured. He consi I three week 
later—tive weeks after t complain 
of inability to read, and witl photophot 
S! lan p exar l 1 reve » the agu¢ s 
cloudiness in ne nteri segme rf the vitre 
the s showed a few nodules, as well as rea zg 
sluggishly to light. The fundus was negative excep 
f a quest iable inflammation 1¢ Op erve 
head; visual fields showed a narrowing of the upf 
tempo al sid or twent degrees is wel i 
crease in the size of the blind spc visua l ! 
this eye was 20/50, which was not improved by « c 
enses O the Pp le 

This patient was | sp ized id ©6treated le 

| the same as patient case No. 1 I ¢ quiete¢ i 

»wW the queous cleared up a vision imp ] 

20/20. Patient was dismissed from the hospital 
one month later with apparently a normal eye. He 
was examined in March, 1935; his visual fields were 
normal, blind spot was normal, his amplitude of ac 
commodation was normal. 

No. 3. N. H., age 38. Injured 1931 in the left eye 
treated by general surgeon; discharged with cataract 
and loss of vision. Patient reports that he has had 
occasional flareups in the left eye, associated wit 
periods of pain and redness. The left eye was treated 
off and on by various individuals of question 
ibility until December, 1934, at which time he « 
sulted r The follow g findings were note the 
eft eye; pupil dilated, firmly attached to cataractous 
lens, moderate scleral injection 1 total loss of light 


perception, cornea showing numerous brown deposits 


on the posterior surtace Right eye, vision 4/200, 
pupil partially dilated and firmly attached to the an 
terior lens capsule; the aqueous was cloudy, with nu 
merous cells; the cornea had numerous deposits on 
posterior surtace the lens was clear; the vitreous 


, , 
showed rather dense vitreous opacities throughout 


; l 


fundus gave a grayish reflex only; all laboratory work 
was normal, except for the tuberculin test which was 


positive 





Inasmuch as the left eye was showing no signs of 
active irritation, and inasmuch as the tuberculin test 
was definitely positive, this patient was placed upon 


tuberculin therapy, as outlined by Wood 


At the present time the pain in the right eye is 
absent. This patient's vision has improved to 20/200 
the media are still too cloudy for any other fundus 


nformation, but the patient feels better 

This case would undoubtedly be classi- 
fied clinically as sympathetic ophthalmia, 
but due to the fact that there was no irri- 
tation in the left eye at the time of the 
first examination or subsequently and due 
to the positive tuberculin reaction, he is 
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being treated as a tuberculous uveitis. The 
final outcome to date is encouraging but 
not in any manner conclusive. 
IN CONCLUSION 
Time has proven sympathetic ophthal- 
mia to be a definite disease which usually 
follows penetration of the eye ball; the 
wound may be accidental or it may be 
postoperative. 


All perforating injuries of the eye, as 
well as all postoperative eyes, should re- 
main under close observation of the oph- 
thalmologist. If there is constant or re- 
current irritation in the perforated eye, 
that eye should be enucleated. 

I wish to acknowledge the contributions 
of the numerous ophthalmologists who 
have so ably contributed to this subject. 
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REPORT OF THE PRESIDENT, LeROY LONG, M.D., TO 
THE HOUSE OF DELEGATES* 


Gentlemen of the House of Delegates: 


During the year, as indicated by the re- 
port of the secretary, there has been a 
slight increase in the number of members 
of the State Association, the total mem- 
bership at this time being 1,552, against 
1,464 one year ago. It must be noted, how- 
ever, that just prior to one year ago the 
membership was 1,571. It should be not- 
ed, too, that, according to the 1934 editio: 
of the American Medical Directory, there 
are 2,409 physicians in the state. Sub- 
tracting the present membership from this 
total leaves some 857 who are not mem- 
bers. To put it another way, our member- 
ship now approximates 65 per cent or 66 
per cent of the physicians in the state. 
Leaving out of the reckoning those who 
are not eligible, it is reasonable to con- 
clude that there are at present several 
hundred physicians in the state who ought 
to be members of the association. 


In connection with the question of eligi- 
bility, attention is called to what appears 
to be a fact that some of the county so- 
cieties have as members homeopathic and 
eclectic physicians who are avowed sec- 
tarians. There are two reasons for this 
conclusion: The first reason is that some 
of them, at least, are active in homeopath- 
ic and electic organizations, and this 
should be interpreted as being prima facie 
evidence that they are not interested in 
non-sectarian medicine. The second reason 
is that there is sometimes open opposition 
on the part of such members to the prin- 
ciples advocated by the regular profession. 
A recent example of this attitude was the 


*On account of the length of the minutes of the 
Council and House of Delegates, the report of the 
President to the House of Delegates, Oklahoma 
State Medical Association, at Oklahoma City, May 
13, 1935, was omitted from the June Journal and 
It is with pleasure that we publish it in this issue. 





action of a homeopath listed as a member 
of this association when he took the floor 
and made a speech against the proposed 
basic science law at the hearing before a 
senate committee. 

For some years the homeopaths and 
electics, under a plan sponsored by the 
American Medical Association, have been 
admitted to membership with the distinct 
understanding that they would agree to 
not practice sectarian medicine. Without 
entering into a discussion of the doubtful 
wisdom of such a plan, it is suggested that 
the county societies scrutinize applications 
for membership, and scrutinize in a no 
less definite way the attitude and acts of 
such members touching the fundamental 
agreement to not practice sectarian med- 
icine. 

During the year there have been three 
special meetings of the Council of the State 
Association. The first meeting, November 
30, 1934, was called at the request of the 
faculty of the medical department of the 
State University. At this meeting the 
Council recommended unity of control and 
management of the medical department 
under the direction of the President and 
the Board of Regents of the University. 


The second meeting, December 27, 1934, 
was called to consider a verbal communi- 
cation from the governor-elect through the 
president-elect of this association to the 
effect that a list of three or more names 
submitted by the Council would be con- 
sidered in connection with the appoint- 
ment of a State Commissioner of Health, 
this information having been placed in the 
hands of the president-elect on December 
14, 1934, at which time the action on the 
part of the governor-elect was carried by 
the newspapers under a Ponca City head- 
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line. The Council voted to assume the re- 
sponsibility, and, as a result of its delib- 
erations, the names of four members of 
this association were proposed, and one of 
them was later appointed to the position. 


The third meeting of the Council was 
on February 22, 1935, to consider the re- 
port of the delegates of this association to 
the special meeting of the House of Dele- 
gates of the American Medical Associa- 
tion. After hearing the report, the Coun- 
cil endorsed the action of the special meet- 
ing, the particulars of which will be found 
in the official Bulletin of the American 
Medical Association. 

Incidentally, the question of the medical 
department of the State University was 
again brought forward, and the Council 
again went on record as being in favor of 
unity of control and management under 
the direction of the President and the 
Board of Regents of the University. 

In addition to the above three special 
meetings, there was the regular annual 
meeting of the Council May 13, 1935, at 
which time routine business, including the 
report of the Auditing Committee, was 
transacted. The Council also prepared a 
list of names provided for in the recently 
enacted crippled children’s law from which, 
under the terms of the act, the governor 
of the state will select the number indi- 
cated in the act to constitute a board to 
pass upon the standardization of hospital 
work covered by the act. The following 
list was chosen: 

District No. 1—Dr. M. M. DeArmand, 
Miami. 

District No. 2—Dr. J. F. Park, McAles- 
ter. 

District No. 3—Dr. C. R. Rountree, Ok- 
lahoma City. 

District No. 4—Dr. C. W. Tedrowe, 
Woodward. 

District No. 5—Dr. W. M. Browning, 
Waurika. 

District No. 6—Dr. Thomas McElroy, 
Ponca City. 

District No. 7—Dr. W. P. Fite, Musko- 
gee. 

District No. 8—Dr. J. A. Walker, Shaw- 
nee. 

District No. 9—Dr. J. D. Osborn, Fred- 
erick. 

As expected, the efforts to secure the 
passage of a basic science act were met 
by fierce opposition on the part of the 
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cults. Not that, only, but they were met 
by the most obvious evidences of lack of 
interest and information on the part of 
members of the legislature. And it did 
not stop at that. On at least one occasion 
the chairman of the senate committee de- 
clared, in the midst of a hearing, that he 
was opposed to the bill. Members of the 
legislature, looked upon as being conserva- 
tive, and to whom we could formerly go 
with more or less confidence, were appar- 
ently without the slightest interest in the 
bill, and sometimes distinctly and openly 
opposed to it. 

While the bill was before the legislature, 
your President, happening to be in St. 
Paul, Minnesota, had a conference with the 
official representative of the Minnesota 
State Medical Association, in which he was 
told that the basic science law in that state 
was administered by a mixed board under 
the absolute control of the regular med- 
ical profession. It was understood that 
this board was patterned after the mixed 
board recommended by the American 
Medical Association in connection with the 
examination of applicants for license to 
practice medicine, the same as exists in 
Oklahoma at the present time. He report- 
ed that it had worked with absolute satis- 
faction in Minnesota. This information 
was sent to the chairman of our commit- 
tee on Public Policy and Legislation, and 
copies of the letter were sent to the pres- 
ident-elect and secretary of this associa- 
tion. Later, it developed that your Presi- 
dent had received a wrong impression 
about the constitution of the Minnesota 
basic science board, and after a conference 
with the chairman of our Committee on 
Public Policy and Legislation it was de- 
cided to not consider it at all. 


Incidentally, your President learned of 
one arrangement in Minnesota which ap- 
pears to be of great practical importance 
in connection with the enforcement of 
laws in which the medical profession is 
concerned. Through this arrangement 
each member of the State Association pays 
a tax that goes into a fund for the em- 
ployment of an attorney to look after all 
the legal matters in which the association 
is interested. It is a practical matter that 
should receive some consideration. 


In the annual report of the Secretary- 
Treasurer-Editor attention is called to the 
financial situation of the association, and 
to the satisfactory development of the 
Journal. The statement as to the finances 
is self-explanatory, but your President 
wishes to emphasize the importance of ac- 
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tive cooperation on the part of the mem- 
bers of the association in the continued 
support of the Journal, which is the me- 
dium for the distribution of scientific in- 
formation in connection with medical mat- 
ters in this state. 


Finally, your President wishes to refer 
to an address made by him at Tulsa one 
year ago in which he indicated the import- 
ance of ethical and technical preparation, 
supported and beautified by humanism, in 
the construction of a sound foundation up- 
on which success and usefulness in medi- 
cine might be built. The statements made 
in that address were made after deliber- 
ate reflection, and as they are reviewed 
now there is no disposition on the part of 
the author to change them in any respect. 
He believes that a proper recognition of 
the profound truths of the doctrine he at- 
tempted to teach at that time would, i 
these troublous days, be the salvation of 
the individual doctor of medicine, and, no 
less, the salvation of groups of doctors of 
medicine. 


Your President now closes this report 
with the following quotation from that 
address: “What a doctor amounts to in 
medicine—what he amounts to in the 
world—does not depend upon legislation; 
nor upon practice en masse, with a medical 
tycoon here and there; nor upon visionary 
insurance schemes where a large part of 
the money collected finds its way into the 
hands of the promoter. What he knows, 
how he lives, what he is able to do, what 
he does—these are the qualifications upon 
which his career must be built.” 


ray 
Vv 





EFFECT OF CEVITAMIC ACID INJECTIONS ON 
CAPILLARY RESISTANCE 





Gilbert Dalldorf and Hollis Russell, Valhalla, N 
Y. (Journal A. M. A., May 11, 1935), tested fourteen 
residents of the local county home who were found 
to have reduced capillary resistance. In all but three 
cases, 100 mg. of cevitamic acid was injected paren- 
terially. In the three exceptions, 50 mg. was used. 
All of them showed a marked and prompt response 
in capillary resistance, which persisted for at least 
twenty-four hours. Of ten other county home resi- 
dents, four were found to have fragile capillaries, 
and these likewise responded promptly to cevitamic 
acid. In this group the average capillary resistance 
before injection was 24 cm. of mercury negative pres- 
sure. After injection the average rose to 35 cm. It 
is evident from the results that cevitamic acid prompt- 
ly increases the resistance of the skin capillaries to 
rupture. The prolonged effect of the injections shows 
the action to be a specific one of the cevitamic acid 
and not an immediate reaction to acid as such. The 
results secured are identical with those reported by 
one of the authors four years ago as occurring in 
scorbutic guinea-pigs following the injection of neu- 
tralized orange juice; they are similar to but more 





rapid than the effect in both guinea-pigs and children 
of feeding large amounts of antiscorbutic foodstuffs. 
The results further substantiate their observations that 
the common condition of capillary fragility represents 
a mild form of scurvy, a “subclinical scorbutus”. 


— —O — 


MUSCULAR DYSTROPHY, MUSCULAR ATRO- 
PHY, MYASTHENIA GRAVIS AND STRABIS- 
MUS: CLINICAL AND BIOCHEMICAL 
STUDIES OF EFFECTS OF AMINO 
ACID THERAPY 





Carlo J. Tripoli, William M. McCord and Howard 
H. Beard, New Orleans (Journal A. M. A., Nov. 24, 
1934), observed forty three patients suffering from 
the following eleven different pathologic-clinical types 
of myopathies as regards the effects of amino acid 
therapy: myasthenia gravis, progressive muscular dys- 
trophy, progressive pseudohypertrophic muscular dys- 
trophy, muscle wasting from disuse, progressive spi- 
nal muscular atrophy, subacute and chronic poliomye- 
litis, multiple sclerosis, amyotrophic lateral sclerosis, 
muscular paralysis from jamaica ginger poisoning, 
muscular paralysis from peripheral nerve section and 
Friedreich's ataxia. Creatinuria was present in each of 
the ten different types of cases, except in one case 
of chronic poliomyelitis of fifteen years’ duration. 
The cases in which the average creatinuria increased 
from 50 to 200 per cent above that of the control 
period after amino acid therapy was begun, provided 
this increased creatinuria disappeared in a few weeks, 
showed both subjective and objective improvement. 
Cases of the progressive nuclear type which showed 
about the Same increase and decre ase of creatinuria as 
those in the preceding classification showed only sub- 
jective improvement or merely an arrest of the symp 
toms. Cases in which no increased creatinuria oc- 
curred or in which the increase was less than 50 pet 
cent above that of the control period showed no im- 
provement. In general the cases classified as primary 
myopathies and myasthenia gravis showed distinct 
clinical improvement, except in a few cases of the 
former type in which the stage of the diseases was 
advanced to the point of complete muscie degenera- 
tion. Cases in which no metabolic studies were made 
conformed clinically in general to the foregoing state- 
ments. The inclusion of amino acids in the diet serves 
to increase the appetite and body weight in the ma- 
jority of patients with muscular dystrophy and mus- 
cular atrophy. 


—_— O————_—_- 


TREATMENT OF GONORRHEA IN THE FEMALE 





Emily Dunning Barringer, New York (Journal A 
M. A., Dec. 15, 1934), states that vaccine therapy is 
not a ‘specific for the cure of gonorrhea. It is, how- 
ever, probably a valuable form of treatment in the 
acute and subacute stages of the disease. This is 
probably true also in chronic cases in which the main 
offending organism is the gonococcus. It is prob- 
ably not of value in cases due to “mixed"’ infection 
In the acute and subacute stages, vaccine therapy will 
probably shorten the period of hospitalization. How- 
ever, the great drawback of severe reaction from this 
treatment, especially with large doses, is to be con- 
sidered. It is questionable whether large doses are 
justifiable, because of these reactions. Probably vac- 
cine therapy in smaller doses combined with indicated 
routine treatment would be a more desirable type of 
treatment. Vaccine therapy is of sufficient import- 
ance to warrant further careful study into dosage, 


complement fixation reaction and tests for proof of 


cure, 
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EDITORIAL 
THE MEDICAL SCHOOL 





It would appear that at the meeting of 
the Board of Regents, held in Oklahoma 
City, June 18th, it was decided to take 
some very definite action relative to the 
Medical School. Both Dean Moorman and 
the business manager were removed, which 
of course will not meet with the unani- 
mous approval of organized medicine in 
Oklahoma, as through our House of Dele- 
gates we gave our sincere indorsement of 
Dr. Moorman and it would appear like a 
mistake to lose the services of so valuable 
aman. Mr. C. C. Hatchett, Durant, Chair- 
man of the Board, announces the Board’s 
action as follows: 


First: Adoption of President Biz- 
zell’s recommendation for unified 
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control of the Medical School and the 
Hospital. 


Second: Commendation of the ad- 
ministration of Moorman and Bostic, 
but their offices were declared va- 
cant, effective July 1, “on account of 
the unfortunate situation that has 
arisen and without deciding the issue, 
but with the view of acting in the 
best interest of the University and 
Medical School.” 

Third: Instruction to Dr. Bizzell to 
recommend a full time dean not later 
than September 1. 


Fourth: Appointment of Dr. Tur- 
ley and Dr. Jeter as acting dean and 
business manager. 

Five: Full authority for the new 
dean, when elected, to appoint the 
staff and all persons under him, sub- 
ject to the approval of the Board. 


It would probably be unwise to com- 
ment, editorially, on the action of the 
Board of Regents; however, organized 
medicine in Oklahoma will certainly watch 
with intense interest the outcome of this 
action and we sincerely hope that the high 
standard of our medical school may be 
maintained under this new plan. 


—- 8) 


OSTEOPATHIC LICENSURE 

In the published proceedings of the An- 
nual Congress on Medical Education, Hos- 
pitals and Licensure some very interest- 
ing information relative to the conduct of 
the osteopathic colleges is brought to light. 








The College of Physicians and Surgeons 
of Ontario, the sole body in the province 
empowered to license to practice medicine 
sent Drs. Frederick Etherington and E. 
Stanley Ryerson to the United States to 
investigate the character, quality and 
value of work done in schools of osteop- 
athy. Four of the leading osteopathic col- 
leges were appraised by this committee, 
one located at Kirksville, one in Des 
Moines, one in Philadelphia and the fourth 
in Chicago. There are no osteopathic col- 
leges in Canada and all applicants were 
graduates from one of the schools located 
in the United States. Their investigation 
as to the so-called theory on which the 
system of osteopathy is based (this infor- 
mation being gleaned from the authorities 
in the colleges investigated), were thus 
put down: 

1. The body is able to produce within itself 











all substances and materials necessary for 
the maintenance of health and for the pre- 
vention and cure of disease. 


2. Disordered circulation is the result of 
bony maladjustments, chiefly in connec- 
tion with the spinal articulations. These 
maladjustments, or “lesions” by pressure 
on nerves, cause dysfunction in arterial 
supply and resultant disease. 

3. The chief, if not the only, necessity in 
the cure of disease is the readjustment by 
manipulation of spinal luxations and im- 
pactions and, associated with this, the re- 
lief of muscular contractures. 


However, on this basis the osteopaths 
had asked the Canadian Board to allow 
them the following privileges: 

1. To be empowered to sign birth and death 
certificates. 
The right to use the title “Doctor. 


N 


3. The privilage of writing prescriptions 

4. The right of entry to public hospitals 

5. To have their services accepted by the 
Workmen's Compensation Board 

6. The right to make use of public health 
laboratories. 


After the investigation of the four 
schools above mentioned the following 
conclusions were reached: 


1. The buildings, plant and equipment of the 
four colleges visited do not provide the 
facilities necessary for the training of 
students destined to practice any general 
system of the healing art. 


2. Hospital and clinical facilities are in 
adequate. 


3. Requirements for admission and the length 
of courses fall far below the standards 
maintained by the faculties of medicine 
of Ontario. 


4. The curriculums and courses of study are 
so different from our own in their qual- 
ity and fundamental principles of instruc- 
tion that they could not in any sense be 
recognized as equivalent 


5. The scientific training and clinical ex- 
perience of the teaching staffs are not of 
a quality or character to warrant their 
courses being accepted as fulfilling the 
requirements of the College of Physicians 
and Surgeons of Ontario. 


6. As a result of our visit and after an in- 
spection of their buildings, plants and 
equipment, their hospital and clinical 
facilities, their requirements for admis- 
sion and their curriculums, after attending 
some of their lectures, laboratory classes 
and clinic, and bearing in mind the lack 
throughout the course of any adequate 
bedside teaching, we are firmly convinced 
that it would be against public interest 
and welfare to admit the graduates of 
these schools, past or present, to the 
Ontario licensure examinations. 


These conclusions were largely based 


upon the investigation of three depart- 
ments—that of anatomy, pathology and 
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clinical training, and the details of the in- 
vestigation of these departments showed 
that all schools inspected were woefully 
wanting in all details including material 
and the ability of the teaching staff. 

Now in spite of these conditions the 
osteopaths, who started their school some 
fifty years ago, have succeeded in placing 
on the statutes a law regulating its prac- 
tice in every state of the Union and this 
cult boasts of this fact. In twenty-eight 
states ‘they have separate boards for os- 
teopaths, in other states they are examin- 
ed by medical examining boards, fourteen 
of which provide osteopathic representa- 
tives, while in ten states and the District 
of Columbia, licenses granting all priv- 
ileges of physicians and surgeons to os- 
teopaths is issued. 


After reading this report and becoming 
familiar with the character of instructions 
that is given in osteopathic colleges I no 
longer wonder that this cult joined other 
cults in this state to defeat the Basic 
Science Law, as their mortality rate be- 
fore such a board with such meager fun- 
damental education would be exceedingly 
high. 





MEDICAL DEFENSE 


It has been necessary from time to time 
to refuse assistance from the Medical De- 
fense Fund because the applicants have 
not conformed with the rules concerning 
the use of this money. The rules have 
been published before, but in order that 
no injustice might be done to any member 
we are again making this publication and 
the Medical Defense Committee insists 
that applications for assistance conform 
in every detail to these rules. 

MEDICAL DEFENSE RULES 

(a) The annual premium payable to the Medical 
Defense Fund shall be One Dollar ($1.00) per year, 
this to be taken from the annual dues of Four Dol- 
lars ($4.00). 

(b) If the Insured carries a policy with any re- 
sponsible indemnity company he shall waive the 
right to call upon the State Medical Association for 
relief. 

c) Upon becoming aware of any malpractice o1 
allegation of such malpractice, the member shall give 
immediate written notice thereof, with the fullest in- 
formation obtainable at the time, to the Secretary 
of the State Medical Association 

(d) If suit is brought against the member to en- 
force a claim for damages, he shall immediately for- 
ward to the Secretary of the State Association such 
summons or other process as soon as the same has 
been served on him. 

L. S. WILLOUR, 
Secretary. 

















MOTION PICTURES AVAILABLE 


Any of the following films (16mm.) 
may be borrowed without charge for 
showing by physicians to medical societies, 
medical students, hospital groups, etc. 

These films are offered by Mead John- 
son & Company as a service to the medical 
profession. No responsibility is assumed 
for the methods,.technique, facts or the- 
ories shown in these films. These repre- 
sent the preference of the individual phy- 
sicians through whose kindness these films 
have been made available. In practice it 
has been found, at meetings of medical 
groups, that the films serve as a stimulat- 
ing basis for discussion, and as collateral 
material for teaching purposes. Names of 
authors furnished on request. 


GROUP A (Surgical) 


Showing 


Time 
(Min.) 
1. Excision of Cervical Rib 6 
2. Elbow Surgery 8 
3. Cholecystectomy (2 reels) 30 
4. Gastric Ulcer 9 
5. Goiter Surgery 16 
6. Hysterectomy (2 reels) 22 
7. Knee Surgery 14 
8. Bone Grafting in the Lumbosacral Spine 10 
9. Bone Grafting in the Lumbar Spine 14 
10. Plastic Surgery (2 reels) 23 
11. Breast Surgery (2 reels) 28 
12. Restoration of Function in Cases of Harelip 
and Cleft Palate 14 
*13. Cataract Surgery 10 
*14. Ptosis (Eye) Surgery 16 
15. The Administration of Oxygen by Oro-Phar 
yngeal Catheter 10 


GROUP B (Obstetrical) 


Showing 


Time 
(Min.) 
1. Breech Extraction with Forceps (2 reels) 20 
2. Breech Presentation with Manual Aid 16 
3. Left Mediolateral Episiotomy and Repair 9 
4. Spontaneous Delivery 11 
5. Normal Delivery (Especially for Nurses) 16 
6. Median Line Episiotomy Under Local Anes- 
thesia (Film Discontinued) 16 
7. Mid Forceps Delivery 12 
8. Multiple Pregnancy 16 
9. Intracranial Injuries of the New-Born 16 
10. The Physiology of Fertilization in the Human 
Female (2 reels) 24 


GROUP C (Pediatrics) 


Showing 


Time 
(Min.) 
1. Preparation of Infant's Food (2 reels) 24 
1. Differential Diagnosis of Vomiting in New- 
born (3 reels) 34 
Technique of Breast Feeding 12 


3, 
4. Miscellaneous Pediatric Cases (2 reels) 20 
5. Pediatric Nursing Technique 12 
6. Physical Examination of the Infant (2 reels) _..20 
7. Some Diagnostic and Therapeutic Procedures...16 
8. Pediatric Anomalies 12 

* 9. Obstructive Laryngitis 
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GROUP D (Laboratory) 
Showing 
Time 
(Min.) 
1. Cod Liver Oil 11 
2. Activities in the Mead Johnson Research Lab 
oratory (8 reels) 


(a) Vitamin Assay Technique—Laboratory and 


Purification of Diet 12 

(b) Vitamin Assay Technique—Vitamin A, B 
and ¢ 10 

(c) Vitamin Assay Technique—Assay of Ex 
gosterol and Vitamin D 14 

(d) The Chemical Laboratory, Mead Johnson 
& Company 16 
(e) A Study in Mineralization 14 

(f) Manufacture of Ergosterol and Vitamin 
D 14 

(zg) Dextri-Maltose Manufacture, Sanitary Con- 
trol of (2 reels) 50 

3. Mesenteric Lymphatics, A Cinemicrographic 
Study Y 


*Recently added subjects. 


When borrowing films, please allow one 
week in advance of desired date. 


0 





Editorial Notes — Personal and General 





DR. WALTER S. LARRABEE, Tulsa, is reported 
ill at his home 


DR. V. H. BARTON, McAlester, has been appoint 
ed State prison physician 
DR. W. G. HUSBAND, Hollis, has returned from 


Rochester, Minnesota, and has reopened his hospital 


DR. JOHN I. GASTON, Shawnee, has been ap 
pointed Superintendent of Health of Pottawatomic 
county 

DR. J. H. LAWS, Broken Arrow, is reported suf 
fering from a broken leg received in an automobil 
accident 


DR. CHAS. M. PEARCE, Oklahoma City, State 
Health Commissioner, is in Washington attending a 
health conference 


DR. E. ALBERT AISENSTADT, Picher, sailed the 
29th of June for Rio de Janeiro to attend the Pan 
American Congress 


DR. W. L. SHIPPEY, formerly of Wister, is now 
located in Poteau, where he will accupy the office 
of the late Dr. Harrell Hardy 

DR. S. ERNEST STRADER, Oklahoma City, re 
cently convicted of a narcotic charge, was acquitted 
when his case was reversed for another trial 


DRS. W. ALBERT COOK, Tulsa, and McLAIN 
ROGERS, Clinton, attended the annual meeting of 
the American Medical Association at Atlantic City 
in June 

DR. JOHN F. PARK, McAlester, and WALTER 
J. DELL, technician, Lattimore Laboratories, also of 
McAlester, are spending the summer months doing 
post graduate work at the University of Vienna. They 
expect to return the latter part of August 

















NEW DENTAL BOARD 





The new State Dental Board, created by the last 
legislature, was appointed by Governor Marland by 
districts as follows: 

District No. 1—Dr. H. H. Deatherage, Wagoner. 

District No. 2—Dr. W. S. Phillips, McAlester. 

District No. 3—Dr. J. P. Neal, El Reno. 

District No. 4—Dr. J. M. Hill, Mangum. 

District No. 5—Dr. W. C. Travis, Chickasha 

District No. 6—Dr. S. P. Boyer, Tulsa. 

District No. 7—Dr. B. C. Singleton, Checotah 

District No. 8—Dr. L. M. Cheek, Ada 

District No. 9—Dr. W. T. Longwell, Frederick. 

Doctors Neal and Longwell will serve three years, 
the other members two years. 

— — — 
CORRECTIONS—1935 ROSTER 


Stephens County 





Long, D. Duncan 


Woodward County 
Newman, M. Haskell Shattuck 
Patterson, Fred L. Carnegie 
Winchell, F. Z. : Buffalo 


—$ 9 —$$—$—$ ___—_———_ 
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“Obstetrics and Some of the Most Common Every 
day Complications’—R. H. Sherrill, Broken Bow 

Whooping Cough’—T. H. McCarley, McAlester 

The Management of Genito-Urinary Diseases by 
the General Practitioner’—C. R. Huckabay, Idabel 

Hand Infections S. D. Bevil, Poteau. 

The Acute Abdomen’—J. T. Colwick, Durant 

Lymphoid Tissue’—B. B. Kies, McAlester. 

The invocation was presented by Rev. R. T. Black 
burn of the First Methodist Church, Durant. Dr. H 
B. Fuston, Durant, delivered the address of welcome 
which was responded to by Dr. F. P. Baker, Tali 
hina. The annual election of officers was held at 
the close of the meeting 


— oO 








News of the County Medical Societies 








WOODWARD County Medical Society met June 
11 as guests of the Hospital Staff of the Western 
Oklahoma Hospital, Supply. 

Lunch was served at noon and the following pa- 
pers were read and discussed 

“The Toxic Thyroid’—J. H. Robinson, Oklahoma 
City. 

“Early Diagnosis of Malignant Tumors’—Wm. H 
Bailey, Oklahoma City. 

“Thirteen Known Cases of Huntington's Cholera 
in One Family"—H. L. Johnson, Supply. 

The Ladies’ Auxiliary held a meeting in the after- 
noon, entertaining the doctors’ wives. 


SOUTHERN OKLAHOMA MEDICAL ASSOCI- 
ATION held their twenty-seventh quarterly session 
Jane~ 4th. :atc the: Sekdrers Febercular Sanitarium at 
Sulphur. The following papers were presented 

“Childhood Tuberculosis and Tuberculin Tests’ 
F. B. Baker, Talihina. 

“Differential Diagnosis of Tuberculosis and Non- 
Tubercular Chest Diseases’—R. M. Burke, Talihina. 

“Demonstrations of Chest Diseases with X-Ray 
Pictures’—J. S. McDonald, Talihina. 

“New Deal in Public Health’—Chas. M. Pearce, 
Oklahoma City. 

“Pre-Natal Care’—Hugh Monroe, Lindsay. Discus- 
sion by J. M. Gordon, Ardmore. 

“Purpura Hemorrhagica’’—J. B. Morey, Ada. Dis- 
cussion by Hugh Jeter, Oklahoma City. 

“The Ruptured Appendix, Its Management’—W. 
T. Mayfield, Norman. Discussion by R. C. Sullivan 
Ardmore. 

“The Laboratory and the Doctor’—John D. Camp- 
bell, Duncan. Discussion by W. H. Bailey, Oklahoma 
City and A. J. Weedn, Ardmore. 

“Fever Therapy—lIts Possibilities and Limitations” 
—Anson Clark, Oklahoma City. Discussion by Guy 
Van Sandt, Wewoka, and G. S. Barger, Purcell. 


SOUTHEASTERN OKLAHOMA MEDICAL AS- 
SOCIATION met June 27th at Durant. The follow- 
ing scientific papers were presented: 


DR. HARRELL HARDY 

Dr. Harrell Hardy, prominent Poteau phy 
sician and well-known in medical circles 
throughout Eastern Oklahoma and Western Ar- 
kansas, died at St. Edwards Mercy Hospital, 
Fort Smith, Wednesday morning, May 22, at 
3:30 o'clock as the result of complications 
which followed an appendectomy. 

Dr. Hardy became ill suddenly Saturday 
night, April 27, and was operated on the fol- 
lowing day. He showed remarkable strength 
throughout his illness, but his death was not 
unexpected. 

Dr. Hardy has practiced medicine in Le 
Flore County for 28 years, and was one of the 
most loved men in this section. He was born 
in Pulaski, Tenn., March 11, 1882. Following 
his graduation from Louisville Medical Col- 
lege, Louisville, Ky., he moved to Oklahoma 
and started practicing medicine at Sutter 

In 1909 he was married to Miss Robbie Ma- 
lone of Coal Hill. They moved from Sutter: 
to Bokoshe, and then later to Poteau, where 
they have resided since that time. 

Dr. Hardy was a member of the LeFlore 
County Medical Society and was active in the 
work of that society. He served as president 
for two different terms, and at the time of his 
death was secretary-treasurer of the organiza- 
tion. He was also a member of the local Pres 
byterian Church. 

A large crowd gathered at the Presbyterian 
Church in Poteau to pay final tribute to Dr 
Hardy. Rev. W. W. McConnell, pastor of the 
First Methodist Church, officiated at the brief 
funeral service. A boys’ quartet composed of 
Ralph Williams, Jim Kidd, Edward Kidd and 
Sam Harris sang One Sweetly Solemn 
Thought” and “Lead, Kindly Light’. 

Immediately following the service, the fun 
eral cortege left for Fort Smith. Burial was 
in Forest Park cemetery. 

Honorary pall bearers were his fellow mem- 
bers of the LeFlore County Medical Society 
Active pall bearers included men who were 
members of the Neighborhood Bridge Club to 
which Dr. Hardy belonged—E. G. Goodnight, 
Charles Sigmon, Preston Wood, John You- 
mans, John Oxley and Alex White, and Mil- 
burn Babb and Charles Lyons. 

In addition to his wife, Dr. Hardy is sur- 
vived by one sister, Mrs. Rowe Phillips of 
Prospect, Tenn., and a brother, Mr. George 
Hardy, of Pulaski, Tenn. 
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DR. G. O. DUNSETH 
Dr. G. O. Dunseth, 57, Tulsa physician, died 
teday at his home, 5510 S. Owasso Ave., from 
pneumonia after being in ill health since Sep- 
tember 


Doctor Dunseth came to Tulsa four years 
ago from Bartlesville where he had resided 
four years. He was born in Craig, Mo., and 
had resided in Nebraska most of his life, hav- 
ing lived at Sumner before coming to Okla- 
homa. 


Survivors include the widow, Mrs. Kathleen 
Dunseth, and a daughter, Miss Ellen Dunseth, 
a graduate of the University of Tulsa, both of 
the home address; two brothers, Amery Dun- 
seth of Kiewana, Ind., and Walter Dunseth of 
Mitchell, South Dakota. His mother, Mrs. Eliz 


abeth Dunseth, also resides in Kiewana. 


He was a member of the Odd Fellows and 
the Knights of Pythias of Bartlesville and of 
the United Brethren church of Tulsa. Funeral 
services will be conducted Wednesday at 11:00 
A.M. from the Tulsa Undertaking Co. chapel 
with Rev. A. E. Moore, his pastor, in charge 
The place of burial is undecided.—Tulsa Trib- 
une, May 20. 











DR. FRANK ROBERTSON 


A paralytic stroke brought death to Dr 
Frank H. Robertson, prominent business and 
professional man, at his home at Blackwell, 
Tuesday, May 21. He had been in ill health 
the past two years. Dr. Robertson went to 
Blackwell about a year after the opening of 
the Cherokee strip and established a jewelry 
store and optometrist shop on North Main 
street. 

During his many years of residence there 
he was active in the Christian church, the Ro- 
tary Club, the National Guard Unit and in the 
Masonic bodies. 


He is survived by the widow; a son, Wil- 
liam J. Robertson of Oklahoma City; a daugh- 
ter, Myra, of Blackwell; a brother, Dr. J. Q 
Robertson of Tonkawa, and a sister, Mrs. Mabel 
Caldwell of Steamboat Springs, Iowa 


Funeral services were conducted at the home 
in Blackwell. Burial was in the Blackwell 
I. O. O. F. cemetery. 


since that time He had many friends in the 
profession and among the laity and his repu 
tation as a physician and surgeon was widely 
known. Dr. Colley was always an enthusiast 
and tireless civic worker 


He was a Mason, a member of the Baptist 
church and a Kiwanian. He was a past presi 
dent of the Osage County Medical Society. 


Dr. Colley was sixty-four years of age at 
his death. He is survived by his wife, one son 
and one daughter Funeral services were held 
in Hominy, June 6. Burial was in Hominy 


Resolution 


Whereas, The Osage County Medical So 
ciety having lost one of its members. Dr. T. J 
Colley, who answered the call of the Great 
Physician, June 4, 1935, and; 


Whereas, The Society feeling its loss of one 
of the veterans in the medical profession and 
especially in losing as distinguished a member 
as Dr. Colley, who was a worthy citizen, a 
capable physician and an honor to his profes 


sion, 


Therefore, Be it Resolved by the Osage Coun 
ty Medical Society that our sincere sympathy 
be extended to his beloved family and to his 
many friends 


Be It Further Resolved, that these resolu 
tions be spread upon the records of this So 
ciety and that a copy be sent to the members 
of Dr. Colley's family 

M. E. RUST, M.D 

E. N. LIPE, M.D 

R. O. SMITH, M.D 
Committee 




















DOCTOR THOMAS J. COLLEY 
Doctor Thomas J. Colley, Hominy, died at 
St. John’s Hospital, Tulsa, Tuesday, June 4, 
1935, cause of death being coronary occlusion 
He had been ill several weeks 


Dr. Colley was born May 22, 1871, at Birch- 
leaf, Va. He graduated from the University 
of Virginia Medical School and practiced a 
few years in Virginia. He came to Hominy 
in 1910 and has been in active practice there 
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PASS MEDICAL EXAMINATION 





Students who successfully passed med- 
ical examinations of the State Medical 
Board June 5th and 6th: 


Paul Sanford Anderson, Claremore, Okla 
Oscar J. Blinde, Ponca City, Okla 

F. C. Buffington, Garber, Okla 

C. Sam Beaty, Oklahoma City, Okla 

Harry E. Barnes, Oklahoma City, Okla 

Clyde J. Barker, Jr., Oklahoma City, Okla 
George S. Bozalis, Oklahoma City, Okla 
Charles Joseph Brady, Oklahoma City, Okla 
James Thomas Bell, Welch, Okla 

Robert Emmett Cowling, Oklahoma City, Okla 
Glenn J. Collins, Elmore City, Okla 

Curtis B. Cunningham, Oklahoma City, Okla 
Earle A. Casey, Oklahoma City, Okla 

Harry R. Cushman, Clinton, Okla 

William W. Cotton, Oklahoma City, Okla 
Paul Joseph Collopy, Oklahoma City, Okla. 
John Hoyle Carlock, Jr., Ardmore, Okla 
Ross Deputy, Oklahoma City, Okla 

John B. Davis, Oklahoma City, Okla 
William Paul Elkin, Edmond, Okla 
Elesworth L. Gardiner, Hollis, Okla 
Howard Glenn Gardiner, Oklahoma City, Okla. 
William Hampton Garnier, Okmulgee, Okla 
Paul W. Gutsche, Oklahoma City, Okla 
Charlie Wendell Haygood, Stilwell, Okla 











John Louis Homer, Oklahoma City, Okla. 
Miriam Hubbell, Oklahoma City, Okla. 
Grace Clause Hassler, Oklahoma City, Okla 
Thomas F. Harmon, Sallisaw, Okla. 

James Hamilton, Greensburg, Pa 

William K. Ishmael, Oklahoma City, Okla 
L. G. Johnson, Oklahoma City, Okla 

John Thomas Kramer, Jr., Broken Arrow, Okla 
Claude B. Knight, Oklahoma City, Okla 
Dr. Oscar Louis Lennard, Colbert, Okla. 
Weldon O. Murphy, Oklahoma City, Okla. 
Edward D. McKay, Oklahoma City, Okla 
John M. McFarling, Shawnee, Okla 

Lloyd H. McPike, Sand Springs, Okla 
Thomas Orlando Plummer, Anadarko, Okla 
Warren Elmer Parker, Oklahoma City, Okla. 
James Sturgis Petty, Guthrie, Okla. 
Moorman P. Prosser, Oklahoma City, Okla 
James Richard Raines, Hinton, Okla. 
Evelyn Rude, Enid, Okla. 

Hope Snider Ross, Tonkawa, Okla. 

George Thompson Ross, Tonkawa, Okla 
Anthony C. Reding, Calumet, Okla 

Walter B. Sanger, Yukon, Okla 

Lloyd Everett Seyler, Oklahoma City, Okla 
John Franklin Simon, Kansas City, Mo 
Sullins G. Sullivan, Barnsdall, Okla. 
William Ray Turnbow, Drumright, Okla 
Harold A. Vinson, Oklahoma City, Okla 
Afton Norvell Wilkins, Bartlesville, Okla. 
Frank M. Woods, Oklahoma City, Okla 
J. Newton Watson, Blair, Okla 

Alton James Weedn, Duncan, Okla 
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THE SYNDROME OF THE ANTERIOR CHO- 


ROIDAL ARTERY 
Albert T. Steegmann and David J. Roberts, Cleve- 
land (Journal A. M. A., May 11, 1935), report the 


case of a 17-year-old boy presenting the syndrome 


of the anterior choroidal artery which consists of a 
hemiplegia, hemianesthesia and hemianopia contralat- 
eral to the side of the lesion in the central nervous 


system. The spontaneous subarachnoid hemorrhage 


gave rise to the syndrome that was present shortly 
after the onset of the illness, as well as to the fever 
and signs of meningeal irritation. The pain in the 
right eye was probably due to the irritating effect of 
the blood in the subarachnoid space on the ophthalmic 
branch of the trigeminal nerve. Pain in the right eye 
followed by headache had occurred seven years previ- 
ously but had not been followed by other symptoms 
The question of the relationship of trauma, which oc- 
curred two and one-half months before the cerebral 
insult, is of doubtful significance. The clinical picture 
in simple occlusion of the anterior choroidal artery 
is variable, depending on the site of occlusion. When 
hemorrhage occurs, as in the authors’ case, the analy- 
sis is even more complex, because of the factors that 
pressure, ischemia and edema play in the process 
The clinical facts indicate that the maximal damage 
was done in the region of the lateral geniculate body 
and the area in which the optic radiations begin. The 
area of the most posterior portion of the internal 
capsule was involved in the process of a lesser ex- 
tent. The most reasonable explanation of the clinical 
picture would be to assume that a rupture of the an- 
terior choroidal artery itself occurred near the an- 
terior pole of the lateral geniculate body. The in- 
filtration of blood into the subarachnoid space could 
produce an irritating effect on the ophthalmic branch 
of the fifth nerve and thus explain the entire clinical 
picture. A question that arises is whether this symp- 
tom picture could be produced by lesions resulting 
from the occlusion of other cerebral vessels. The 
studies of Charles Foix show that hemianopia due to a 
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lesion of the right sylvian artery is accompanied by 
a monoplegia of the arm or a hemiplegia predom- 
inating in the arm. The hemianopia is of a lower 
quadrant type. A total sylvian artery occlusion is fatal 
in a short time. On the other hand, a lesion from 
an occlusion of the posterior cerebral artery produces 
an upper quadrant hemianopia with an associated 
thalamic syndrome. A light form of hemiplegia and 
cerebellar signs may also occur, according to Poppi. 
The authors believe that their case fits more into 
the picture of the syndrome of the anterior chorodia! 
artery. In cases in which no anatomic studies are 
possible, a better descriptive clinical term would be 
the geniculocapsular syndrome 


THERAPY OF THE COOK COUNTY HOSPITAL 
THERAPY OF CHANCROID AND BUBO 


Bernard Fantus, Chicago (Journal A. M. A., Dec 
15, 1934), in presenting the therapy of chancroid and 
bubo as it is practiced by the attending staff of the 
Cook County Hospital, points out that chancroid and 
its bubo be differentiated from (1) syphilitic infec- 
tion, (2) fusospirochetal balanitis, (3) granuloma in- 
guinale, (4) lymphogranulomatosis inguinalis, (5) 
herpes progenitalis and (6) epithelioma. In the diag 
nosis a few days after exposure there is a soft, flabby 
erosion and then an ulcer, which is inflammatory, 
painful and tender. It may be single or multiple and 
has an irregular, undertermined border and an un- 
even base covered by a dirty purulent exudate. The 
streptobacillus of Ducrey can be found in the exudate 

cialis ain ; 
RETROPOSITION OF THE TRANSVERSE COLON 

P. E. Truesdale, Fall River, Mass. (Journal A. M 
A., May 11, 1935), states that an abnormal position 
of the intestinal tract is the result of some disturb- 
ance of migration, rotation, descent or fixation dur- 
ing embryonic life. Perhaps the rarest of all devel 
opmental anomalies of the colon is retroposition of 
the transverse colon due to inverted rotation of the 
midgut during the tenth week of embryonic life. In 
the few cases assembled from the literature the trans- 
verse colon dips back into a tunnel behind the duo- 
denum and superior mesenteric artery. Some con- 
striction through torsion of the mesentery or pressure 
on the transverse colon then causes intestinal obstruc- 
tion. The cecum and ascending colon become marked- 
ly dilated, and in some cases complicated by common 
mesentery the ileum is also strangulated in folds of 
mesentery. In the two cases cited, death was caused 
by cancer and tuberculosis, retroposition of the colon 
was discovered at necropsy. These cases of retro- 
position of the transverse colon are to be differ 
entiated from cases of torsion on the peduncle of 
mesentery with ensuing volvulvus of a segment of 
large intestine or, in rare instances, of the entire 
small intestine as well. Volvulvus occurs after devel- 
opment is complete, as a result of torsion of the mes 
entery. The intestine can be restored to its normal 
position through detorsion anticlockwise. Several 
cases of volvulvus result in a position of colon and 
small intestine almost identical with those of true 
retroposition. Some cases are hard to diagnose. It is 
apparent from end results that, when acute intestinal 
obstruction occurs, surgical intervention is impres- 
sive. The patient's condition, however, contraindi- 
cates radical measures, such as an anastomosis or re- 
section, until the patient has recovered from the acute 
obstruction. Preliminary cecostomy can be done with 
less risk, and after normal evacuation of the intestine 
has been established further surgical measures may 
be undertaken to relieve constriction and correct 
torsion of the intestine or mesentery. In all cases 
treated by radical operation the prognosis is dis- 
couraging. 
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DERMATOLOGY, RADIU M AND } 
X-RAY THERAPY 


Edited by William E. Eastlan 
LAIN-ROLAND-EASTLAND (¢ 
705 Medical Arts Bidg., Oklahoma City 
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Roentgen Irradiation in the Treatment of Mammary 
Carcinoma. U. V. Portmann, M.D. American Jour- 
nal Roentgenology and Radium Therapy, Vol 
XXXI, No. January, 1934, 46-50. 


Ihe author states that in 85% of all cases oper- 
ated mammary carcinoma the axillary lymph nodes 
He believes that the most im 
portant region for the use of radiation is the axil 


are already involved 


lary and supraclavicular region in which surgical re 
moval of tissue is difficult. At these sites he advo 
cates the use of 200 kv. with a filtration of .5 mm. cu 
or more at a 50 cm. focal skin distance. From 1000 
to 1200 r are given at these areas, and in about three 
months this is repeated and a third application is 
given four or five months after the second treatmen 
thereby producing a total of 2400 to 3000 r within 
less than a year after the operation. In case the 
lesion is over the breast, where it has been ampu 
tated, he advises the use of 140 kv., as he believes 
the quality of radiation derived from the low voltage 
is as valuable as the high voltage and does not en 
danger pulmonary structures. The low voltage fields 
are given 800 r each at the first treatment 


In conclusion the author states that he believes an 
attempt should be made not only to attack the ma 
lignant cells, but also to preserve and enhance the 
defense of the patient against the invasion of neo- 
plasm by taking into consideration the environment 
of the growth as it is influenced by physiologic proc- 
he emphatically states that low 
should be given over the 


esses; in other words, 
voltage, that is, 140 kv., 
chest wall per se 


Irradiation in the Treatment of Fibromyoma of the 
Uterus. George E. Pfahler, M.D., Sc.D., and Jacob 
H. Vastine, M.D. American Journal Roentgenology 
and Radium Therapy, Vol. XXXI, No. January, 
1934, 51-59. 


The authors have presented a very valuable article 
inasmuch as it is based upon a large number of cases 
and it covers clinical material to such a degree that 
t makes a valuable contribution to the literature 
The authors have summed up the article as follows 
(1) A review of about 15,000 cases of uterine fi- 
broids collected from the literature, including their 
ywn cases, shows a curative value of irradiation treat- 
ment of about 95%. By “cure” is meant relief trom 
hemorrhage and disappearance or reduction of the tu- 
mor to a size such that it does not give symptoms 
(2) Irradiation is the method of choice in practically 
ill cases in which the tumor does not extend more 
than midway between the symphysis and umbilicus. 
(3) In small fibroids radium treatment is usually suf 
ficient, but in the same group of cases deep roentgen 
therapy is also successful. The treatment can now be 
given without any serious risks. (4) In small fibroids 
occurring after 40 years of age, and especially if 





there is any intermenstrual bleeding, it is their pres 
ent practice to do dilatation and curettement and 
at the same time insert the special applicator con 
taining 150 mg. of radium for about 24 hours, and 


if the lesion is tound to be malignant the applicator 
is left for 


are especially 


18 hours. (5) High voltage roentgen rays 
n the treatment of the large 


] 





fibroids due t 


fect on the fibré 


homogenous ef 





Some Problems in Radiation Therapy of Carcinoma of 
the Cervix. William P. Healy, M.D., F.A.CS. The 
American Journal Roentgenology and Radium Ther 
apy, Vol. XXXI, No. 1, January, 1934, 60-63. 


Dr. Healy points out that in a study of 1574 cases 
* cancer of the cervix at the Memorial Hospital 
in New York City, they found 12.59 of the cases 
classified as “early” in that the growth appeared to 
be limited to the cervix. Had these cases truly been 


early they would have to either caute: 





ization, hysterectomy orf It was evident 

that the clinical diagnosis was in error by reason that 
, 

only 55% gave S-year cures. In such cases the use 


of radiation therapy caused the primary lesion of the 
cervix to disappear in 4 to 6 weeks, giving an ap 
parent cure, but within a year or two afterwards evi 
dences of metastases were noticeable by various other 
symptoms. In the event the cervical lesion failed to 
disappear in some 4 or 5 weeks they then resorted 
to interstitial irradiation by means of gold filtered 
radon seeds. If in another 4 to 6 weeks the lesion 
abdominal hys 
terectomy was used, not as a means of a curative 


still failed to heal, either vaginal or 
measure but as a palliative one to prevent hemor 
tc. Dr. Healy states that the greatest 


rhage, fistula, « 
problem is to find a way to sterilize all of the vag 


rant cells or metastases as well as the primary le- 
sion. His results show that the average percentage 
of S-year cures for all cervical cancer cases, regard 


less of the stage of development, is 20 to 22%. With 
this in mind he reviewed the improvement as ob- 
tained by Regaud at the Radium Institute in Paris 


In 1924 that institution increased the dosage of e€x- 


ternal irradiation with deep x-ray therapy, thereby 
producing a 35% cure of all cases as compared to 
a 24% cure previously obtained. Attention is called 
to the fact that at least 75% of all cases of cancer 


of the cervix are in an advanced stage when they are 
first seen. The essayist stresses several things: (1) 
The necessity of properly taking care of all local in 
fection in the vaginal vault prior to the administra 
tion of radiation; (2) the advantage of an increased 
number of deep x-ray exposures; (3) the necessity 
of improving the radiation technic which will en 
able more of an effect on the metastatic lesions in 
the parametrium 


Data Concerning Three Years’ Experience With 600 


Kv. (Peak) Roentgen Therapy. Seeley G. Mudd, 
M.D., Clyde K. Emery, M.D., Orville M. Meland, 
M.D., and William E. Costolow, M.D. American 


Journal Roentgenology and Radium Therapy, Vol. 
XXXI, No. 4, April, 1934, 520-31. 


It is the purpose of the authors in this essay to 
bring a preliminary report in regard to higher volt- 
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age in deep x-ray therapy, namely, the 600 kv. technic. 
Only 285 cancer patients have been treated by this 
method and the time elapsed has been three years 
and, therefore, no definite and final conclusions have 
been made. However, they are able to make some 
observations of passing value. The anatomical struc- 
tures particularly treated in this process are the blad- 
der, prostate, rectum, oesophagus, larynx and pharynx. 
In their work they compared the reaction obtained 
on the skin with the 200 kv. technic, and also they 
varied their filtration while using the 600 kv. technic 
with two different thicknesses of filter. The results 
of this experimentation showed that they were able 
to use the higher voltage technic with the same im- 
punity to skin tissue as the lower voltage technic, 
and at the same time deliver a more effective dose 
to deeper structures. The advantages of this type of 
radiation are: (1) Lower cost to the patient because 
of the comparative inexpensiveness of roentgen ther- 
apy apparatus as compared to a 4-gram pack of ra- 
dium; (2) approximation of biological results as ob- 
tained by the 4-gram pack of radium, that is, gamma 
radiation. At various localities this deeper type of 
more powerful voltage technic is being tried and it 
remains for results in future years to be shown be- 
fore final and conclusive results can be given; in 
other words, it is undecided as yet as to whether or 
not there is any superior value in the higher voltage 
machines than in the standard deep x-ray therapy of 
today which uses 200 kv. 


A New Method for the Treatment of “Bleeding Nip- 
ple” by Radium Implantation. Max Cutler, M.D. 
American Journal Roentgenology and Radium Ther- 
apy, Vol XXXI, No. 6, June, 1934, 819-22. 


The problem of “bleeding nipples’ is divided into 
two classes: First, treatment of those breasts which 
show a serous or serosanguinous discharge from the 
nipple in which there is no palpable tumor; second, 
those with such a discharge with a palpable tumor 
In the latter instance the case should be regarded as 
malignant and handled according to the standard 
methods used for such treatment. In the former in- 
stance the problem becomes greater, for here there 
is bleeding where no palpable tumor can be detected. 
Cutler has demonstrated (in 1929) the use of transil- 
lumination in localizing papillomata which occur in 
the milk duct and these serve as the origin of bleed- 
ing. It is not always possible to localize these papil- 
lomata by transillumination but when it is so it is 
a distinct aid. The possible development of a ma- 
lignancy in such papillomata is of sufficient incidence 
to warrant treating these cases. It seems that com- 
plete excision of the breast without removal of the 
pectoral muscles or dissecting out the axillary nodes 
is most desirable. In certain cases patients object to 
this operation without more definite evidence of the 
potential malignancy developing. Also, the advisa- 
bility of performing such an operation in younger 
subjects is questionable, especially in view of the fact 
that they are quite removed from the age in which 
cancer is more likely to develop. With these various 
thoughts in mind the author brings up the consider- 
ation of radiation treatment in “bleeding nipples’. He 
denounces the use of external radiation as being prac- 
tically without value. He advocates the use of in- 
terstitial radiation in the form of platinum removable 
needles. Two cases are cited in which platinum ra- 
dium needles were used, the first in a patient of 45 
years of age who had experienced a “bleeding nip- 
ple” for several years, and the second a patient 41 
years of age who had a “bleeding nipple” for 6 
months. In both instances the discharge was com- 


pletely stopped, 
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INTERNAL MEDICINE 
Edited by L. J. Moorman, M.D., 1200 N. Walk- 
er, Okiahoma City; C. KE. Bradley, M.D., 
Medical Arts Building, Tulsa; Hugh 
Jeter, M.D., 1200 N Walker, 
Oklahoma City 
OPP + 
By HUGH JETER, M.D. 

The Present Status of the Problem of “Rheumatism” : 
a Review of Recent American and English Litera- 
ture on “Rheumatism” and Arthritis. By Philip S. 
Hench, M.D., F.A.C.P., Rochester, Minnesota; Wal- 
ter Bauer, M.D., F.A.C.P., Boston; Almon A. Fletch- 
er, M.D., Toronto; David Ghrist, M.D., F. A. C. P., 
Los Angeles; Francis Hall, M.D., F.A.C.P., Boston, 
and Preston White, M.D., Charlotte, N.C. 


Chronic arthritis, a form of “rheumatism,” is said 
to be one of the greatest causes of disability in tem- 
perate climates. It is also one of the oldest recorded 
diseases. But in spit of this fact there has long ex- 
isted an attitude of pessimism concerning it. 








In 1924 the “Ligue Internationale Contre le Rheu- 
matisme™” was formed. Since then many national com- 
mittees have been created, one being the American 
Committee for Control of Rheumatism established 
in 1928. Interest, clinical contributions and experi- 
mental investigations of merit have all become very 
wide-spread. This paper is a review of or a synopsis 
of facts from various workers in different countries 
and is by request of the American Committee for the 
control of Rheumatism. 


Rheumatism as a Public Health Problem. 

The British Ministry of Health report shows the 
following: Of 91,000 insured persons (58,000 males, 
33,000 females) 2.8 per cent consulted a physician 
for rheumatism yearly. Thus about 30 of each 1,000 
insured men and 22 of each 1,000 insured women 
suffered from some kind of rheumatism during the 
year. On the basis of these figures it was estimated 
that in England, with an insured population of 16,- 
000,000 persons, more than 400,000 of them in any 
given year suffered from one form of rheumatic dis- 
ease. It produces one-sixth of the total industrial in- 
validism. The cost for one year (1927) was es- 
timated from $85,000,000 to $100,000,000. 


Metropolitan Life Insurance Company estimates 
that in the United States 164 persons per 100,000 
suffer from rheumatism. This constitutes 9 per cent 
of all cases of illness. Other interesting figures are 
given. 

Industrial Aspects of Rheumatism. 

Occupation may have a direct or indirect relation- 
ship to the appearance of rheumatism. The worker's 
age is important. Seventy-five per cent of industrial 
workers over 40 years of age suffer from rheuma- 
tism. Trauma may cause rheumatism or furnish the 
basis for an endogenous development. There are many 
specific types, such as “glass arm” of ball players, 
“tennis elbow,” ‘“golfer’'s arm,” “baseball fingers,’ 
“weaver's bottom,” “housemaid’s knee,’ “policeman’s 
heel,” etc. 

Diseases of Joints Due to Infections of Known Type. 

The following are discussed: Acute pyogenic arth 
ritis (septic joints); gonorrheal arthritis and syno- 
vitis; tuberculous arthritis; syphilitic disease of joints 
and bursae; typhoid arthritis, and arthritic complica- 
tions in certain rare diseases such as dengue, melito- 
coccosis, undulant fever, Bang’s disease, yaws, and 
leprosy. 

Rheumatic Fever 
This condition goes in cycles of 3 to 5 years, Eu- 
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ropean writers state that it is chiefly a disease of the 
poor. In England, 250,000 out of 5,000,000 school 
children suffer from rheumatism (Clarke) 


Considering the question of economic status as a 
predisposing factor, Davis compared the curve of 
yearly incidence of rheumatic fever in a New York 
hospital population to the curve of retail commodity 
prices in the United States and was unable to con- 
clude that fluctuations in economic welfare produced 
by “boom years” and depression had any influence 
on morbidity due to rheumatic fever 


The condition is more common in severe and cold- 
er climates than in warmer parts, and is extremely 
uncommon in the tropics, being rare in Louisiana and 
Georgia, and half as common in Virginia as in Mas 
sachusetts (McLean) 


Course and Symptoms. 


Frank characteristics of the disease are tonsillitis and 
pharyngitis, chorea, arthritis, nodules, and carditis 
Coburn uses the term “the rheumatic state Dally 
favors Cheadle’s (1889) term “the rheumatic series 


The disease presents the following clinical forms 
(1) Cardiac, (2) arthritic, (3) muscular, (4) nerv 
ous, with chorea and occasionally “cerebral rheuma 
tism,” (5) pseudosurgical, the type which is ushered 
in with symptoms indicating an acute abdominal con 
dition, and (6) septicemia. 


Natural Course of the Disease Untreated. 


Graef and others after observation of a group of 
patients that had had no treatment concluded “spe 
cific therapy (tonsillectomy, salicylates, etc.) has not 
been proved and that an evaluation of any further 
treatment must be based on a comparison with such 
a basic study as is here reported 


Laboratory Data. 


Evidence is given that the changes in the sedimenta 
tion rate are almost parallel with the varied progress 
and clinical alterations of the disease. (Payne, Bach 
and Hill, and Poynton.) 


Master and Jaffe, who made daily electrocardio 
graphic studies in 63 cases, found definite evidence of 
myocardial involvement in 100 per cent 


Subcutaneous Nodules. 


Those of rheumatic fever are closely related to, if 
not identical with, those found frequently in atrophic 
arthritis. 


Etiology. 


The cause of rheumatic fever has not been deter 
mined. There are three general theories: (1) Infec- 
tion, (2) endocrine, (3) metabolic or chemical. 


Controversy still exists as to the specificity and 
practicability of agglutination tests. The evidence 
presented by various observers is contradictory 


Skin tests are based upon the assumption that tis- 
sues are allergic to streptococcus viridans. Work of 
considerable theoretical interest is reported in this 
connection. 

Experimental Arthritis. 


This route of investigation has failed to give val 
uable information. 


Treatment, Salicylates. 


Master and Romanof studied the course of the dis- 
ease in 30 cases of rheumatic fever in which patients 
were not given salicylates and in 33 cases in each 
of which they had 120 to 180 grains of salicylates 
daily. One hundred per cent of each group developed 
heart involvement on the basis of electrocardiograph- 


ic alterations. The course of the disease and the ap 
pearance of pericarditis and other complications were 
about equal in both groups. There was no material 
shortening of the stay in the hospital Intravenous 
medication is probably not any more efficacious than 
per orum administration. Various other drugs and 


their effects are revealed 
Tonsillectomy 


There are still considerable differences of opinion 
as to the value of tonsillectomy in the treatment and 


rophylaxis of rheumatic fever and carditis 
P 
Vaccines, Antigens, Serums. 


There are opinions on the value of the newer bac 
terial products in the immunization and desensitiza 
tion of rheumatic fever which have not been re-stated 
during the past two years by the originators 

X-rzy treatment is of doubtful value 


Comment. 


The following tables are given: (1) Tentative clas 
sification of diseases of joints and related structures 


(2) The bacterial variants of the infectious theory of 


rheumatic fever. (3) Infectious theory of rheumatic 
fever. 

I believe this is the most comprehensive report on 
rheumatism” that has ever been written. This is an 


abstract of Part 1 only. The abstract of Part 2 and 
Part 3 will be abstracted for future dates 


By C. E. BRADLEY, M.D 


A Rapid Method for the Identification of Diphtheria 
Bacilli. Also a New Method for Identification of 
Carriers of Diphtheria Bacilli. M. Bernard Brahdy, 
M.D., Mount Vernon, N. Y.; Maurine Lenarshky, 
M.D., Lawrence W. Smith, M.D., and C. A. Gaff- 
ney, M.D., New York. J.A.M.A., Volume 104, 
No. 21, May 24, 1935, Page 1881. 


; 


Because it is generally conceded that the earlier the 
antitoxin is given in cases of diphtheria the better 
the prognosis and because with the generally accepted 
and practiced methods of identification of the diph 
theria bacillus much time is lost in confirming a 
clinical diagnosis and in the administration of the 
antitoxin, the authors have studied carefully and here 
present a rapid and accurate method for the identi- 
fication of the diphtheria bacillus 


The method is very simple as well as rapid and 
accurate and can be carried out without elaborate 
laboratory equipment. It is interesting to note that 
the method was first described 36 years ago by Fol- 
ger at a medical meeting in Carinthia, and since that 
time has been corroborated by the work of Sole and 
the authors of this paper. Folger's original work has 


never been published 


The method consists of immersing and saturating 
sterile cotton swabs with sterile horse serum, and 
removing the excess by pressing against the sides of 
the tubes. They are then lightly heated over a flame 
to obtain surface coagulation, and possibly to destroy 
the antibodies in the serum. The swabs are then 
used to take nose and throat cultures in the usual 
manner. Instead of innoculating a culture medium 
the swab is placed in a sterile test tube and incu 
bated from two to four hours. Experimentation has 
shown that four hours gives the maximum growth 
Smears made directly from the swab are stained by 
methylene blue or Ponder's stain. The cultures may 
be incubated in the physician's vest pocket if a me- 
chanical incubator is not available 


In order to measure the efficiency of this method 
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as compared with cultures made on Loeffler’s blood 
serum medium, which is in general use, the authors 
took the following cultures from 68 separate cases 
of clinical diphtheria: rapid method cultures, from 
the nose and throat, which were examined at the 
end of two and four hours respectively, and one 
which was transferred to a Loeffler’s slant at the end 
of four hours and then incubated and used for fet 
mentation tests and virulence tests in guinea pigs; 
two cultures on Loeffler’s slants that were sent to 
two different laboratories. 


The results of these experiments were tabulated 
and a survey of them shows that the rapid method 
cultures were slightly more sensitive than the cul- 
tures by Loeffler method, and that in no instance 
was the Loeffler method positive and the rapid meth- 
od negative. 


Controls consisted of 28 patients with non-diph- 
theritic membranes due to streptococci, Vincent's, etc 
In three of these cases, in which cultures by Loeffler 
method were negative, the rapid culture was positive 
and the bacilli isolated were of a virulent strain 
One of the three patients had a negative Schick and 
was apparently a carrier with a non-diphtheritic mem- 
brane in the throat. Another had received antitoxin 
on his admission to the hospital when he had a tem 
perature of 103; the temperature gradually receded 
and he was discharged in five days. The third pa- 
tient had an exudate on her tonsils and a temperature 
of 103. Some of the physicians thought that she had 
diphtheria and some thought that she did not. At 
least these patients did harbor virulent diphtheria 
bacilli, a fact entirely missed in the Loeffler cultures 


The authors have presented a method by which a 
culture pure enough for animal innoculation is ob- 
tained in 24 hours; a saving of from two to five days 
in performing a virulence test. Moreover, the meth- 
od is more accurate than the method now in use, 
culture on Loeffler’s blood serum medium. 


(Note: Within a few months the method will be 
further simplified. Through the cooperation of a 
commercial laboratory, the authors announce, a cul- 
ture set ready for immediate use will be made avail- 
able.) 

Breast and Artificially Fed Infants. A Study of the 
Age Incidence in the Morbidity and Mortality in 
Twenty Thousand Cases. Clifford G. Grulee, M.D., 
Heyworth N. Sanford, M.D., Chicago, Harry 
Schwartz, M.D., Kenosha, Wis. J.A.M.A., Vol. 
104, No. 22, June 1, 1935, Pg. 1986. 


The authors present a study of two thousand breast 
and bottle fed infants from one to nine months of age 
The children were studied in an effort to determine 
the relative incidence of gastrointestinal and respira 


tory infections and death in children who were breast 
fed, partially breast fed, and artificially fed 


Their results show that breast milk evidently guards 
the baby against gastrointestinal as well as respiratory 
infections, and that the morbidity gradually increases 
to the fifth month in the breast and partially breast 
fed infants, and gradually decreases after the seventh 
month. In the artificially fed infants the morbidity 
rises steadily through the ninth month. 


The mortality rate shows that breast fed children 
are in danger only in the first two months, while the 
mortality rate of artificially fed infants increases to 
the ninth month. 


Acute Lymphatic Leucemia in Childhood. A Study of 
Sixty Cases With Especial Reference to the Cyto- 
logic Characteristics of the Blood, Stephen D. 


Mills, M.D., Rochester, Minn. The Journal of 
Pediatrics, Vol. 6, No. 5, May, 1935, pg. 634. 


Because acute lympatic leucemia, although it is rel- 
atively uncommon, occurs quite frequently in chil- 
dren, the author felt that the blood picture and prog- 
nosis of the disease should be studied further. 


A review of the literature suggests that the inci 
dence of the disease is greater among males than fe- 
males particularly in children from one to four years 
of age. 


The author suggests that routine morphologic study 
of the blood among patients with weakness, pallor, 
cachexia, unexplained fever, and enlargement of the 
lymph nodes will frequently establish the diagnosis 
early in the course of the disease. Because the clin- 
ical features are sometimes obscure an examination 
of the blood may be the only means of diagnosis 
Therefore it should be carefully made and the typical 
blood picture of the disease should be carefully 
noted. 


The author presents a summary of normal blood 
findings in infants, and then his observations of the 
blood picture of 60 cases of acute lymphatic leucemia. 


Studies of the Blood in Acute Lymphatic Leucemia. 


Secondary anemia, with low values of the hema- 
globin and erythrocytes, was the rule. Few other con- 
ditions present a long standing secondary anemia in 
childhood. In most cases the concentration of hema- 
globin was about 30 per cent by Dare’s method with 
from one to two million erythrocytes per cubic mil- 
limeter of blood. Normoblasts, polychromatophilia, 
and anisocytosis were usually present, thereby dif 
ferentiating the anemia from the aplastic type, which 
however sometimes occurs in the terminal stages of 
acute leucemia. 


The leucocyte counts in this series of sixty cases 
of acute lymphatic leucemia varied from 3,350 to 
28,400 per cubic millimeter. The median line was 
about 10,000 per cubic millimeter. The outstanding 
feature of the leucocyte count was that a third of 
the patients had a leucopenic phase sometimes dur 
ing the course of the disease; this is of course con- 
tradictory to the general conception of the leucocyte 
count in acute lymphatic leucemia. The presence of 
definitely immature lymphocytes in the peripheral cir- 
culation established the diagnosis of acute lymphatic 
leucemia in every case when it was followed for a 
sufficiently long time. 


Morphologic Characteristics of the Leucocytes in Acute 
Lymphatic Leucemia. 
The morphologic characteristics of the leucocytes 
in six cases which were followed for 3 months all 
show immature ieucocytes 


One type of cell, approximately 12 microns in diam- 
eter, with a bluish rim of cytoplasm, hardly distin- 
guishable at times, was differentiated from a normal 
lymphocyte only by a careful scrutiny of the arrange- 
ment of the chromatin in the neucleus. The chrom 
atin was arranged in fine strands sharply demarcated 
from the parachromatin or occasionally it had a 
stippled appearance; neucleoli were often seen in 
the neuclei. 


Other lymphocytes showing indented, notched, 
cleft, bisected, or lobulated neuclei were also ob- 
served; the more immature the lymphocyte the more 
irregular the neuclei will be. Cells classed as Rieder 
forms were frequently observed. Plasma cells, though 
frequent were not consistently observed, so their sig- 
nificance cannot be stated. 


A shift to the left with toxic changes in the poly- 
morphonuclear leucocytes was not uncommon. Since 





dec: 
at t 
crea 
pan 
mor 
acc¢ 


leuc 
tosi: 
this 
a Ca 
nosi 


~~ 





JOURNAL OF THE OKLAHOMA STATE MEDICAL ASSOCIATION 277 


immaturity often appeared in the myeloid and lym- 
phatic series at different times, it was necessary to 
study the cases over a fairly long period to see in 
which series it predominated. 


The erythrocytes exhibited the usual picture of sec 
ondary anemia with anisocytosis, polychromatophilia 
and the presence of reticulocytes and normoblasts 


A low platelet count was observed in all cases and 
a rise in this count seemed to be coincident to im- 
provement 


Effect of Transfusion: A rapid rise in the hemo- 
globin and a less rapid rise in the erythrocyte count 
followed transfusion. This was accompanied by an 
equalization of the leucocytes; the number, degree of 
immaturity, as well as the ratio between leucocytes 
and lymphocytes, became more nearly normal in three 
to five days after the transfusion 


Effect of Radium and Roentgen Therapy: A rapid 
decrease in leucocytes, if there had been a leucocytosis, 
at the expense of the lymphocytes with a slight de- 
crease in hemoglobin and erythrocyte values accom- 
panies radium and roentgen therapy. The effect was 
more lasting than that given by transfusion and was 
accompanied by a sense of well-being 


Effect of Incurrent Infections: There was no con- 
sistent effect by incurrent infections. Occasionally 
there was an increase in the total leucocyte count 
with no increase in the neutrophils, and in one case 
a definite increase in the number of immature lym 
phocytes was observed, as a result of infection. 


Terminal Leucocyte Counts. 


The leucocyte count in death was followed in six 
teen cases and in only one case Was there a terminal 
rise; it was interpreted as a last effort on the part of 
the overtaxed bone marrow. Usually there was a 
terminal decrease as the hemopoetic organs collapsed 


The author presents evidence that acute lymphatic 
leucemia is not necessarily accompanied by a leucocy- 
tosis, but that every case has its leucopenic phase; 
this is particularly important, because often only by 
a careful examination of the lymphocytes can a diag- 
nosis be made. 
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Psychogenetic Disturbances of Vision. Wilhelm 
Steckel, M.D., Vienna, Austria. Archives of Oph- 
thalmology, July, 1934. 


Stekel reminds us that we see only what we wish 
to see; that one notices only what interests one; as, 
for instance, a surgeon who cannot identify a patient 
by his face but can remember the cicatrix left by 
the incision; a pregnant woman notices another wom- 
an in the same condition; women in mourning notice 
others similarly attired; that he himself has difficulty 
in remembering his patients’ faces but that he can 
recognize them at a distance from their body move- 
ments. 


An experiment was conducted in the Vienna Psy 
chologic Institute in which a previously prepared play 
was enacted before an intelligent audience. Each in- 
lividual was requested to make a report of what he 
saw and heard. Hardly any two reports were the same 
und many reported things which they had seen and 
heard that were absolutely untrue. This brings up 
the interesting point that every person has a sense 


ot predilection He has one sense that dominates 
all others, the same as he has a detective sense whic! 
becomes hypertrophied at the expense of the other 
A peasant on hearing Beethoven's Pastoral Symphony 


visualized a landscape which corresponded almost et 


1 in mind 


tirely with what Beethoven must have had 
The essayist states that the inner influence of percep 
tion can go to the extent of complete blindness, the 
cessation of all perceptions through the eye. He cites 
cases of Morton Prince, Hartman, Gutheil, Feldman 


and Bien to prove his contention 


The essayist tells of his cure of an American law- 
yer who complained of ocular fatigue and squinting 
This patient was also annoyed by stiff collars. The 
basis of this man's trouble was not a real error in 
his eyes, but a dream involving his marital life which 
heretofore had not been successfully analyzed. A 
patient of this type may present any variety of symp 
toms. Many times there is a psychic scotoma, Fre 
quently the psychic blindness is somatized by phy 
sical inability to see. Numerous etiological factors 


are mentioned to illustrate the points made from time 
to time in this publication 

According to Buhler, psychologists now assume 
eleven senses in the torming of one’s perceptions of 
the world. As mentioned earlier, one sense is hyper 
developed at the expense of another. It is stated that 
the French poet Jules Romain was able to produce 
actual visual images in blind people after having 
made their sense of touch hypersensitive 


The essayist says: Analysis deals with the ego; i 


endeavors to sever in the patient's soul what is really 
part of himself from what is alien, the original fron 
what had been added and acquired. Analysis studies 
the structure of the soul. It is therefore not a view 
of life. It can influence a person's views only so far 
as they have become changed by a pathologic dispo 
sition from their original form into the expression 
of something foreign. Analysis corrects the psychic 
spectacles and opens ones eyes to what one does not 
want to see 

He cautions against overlooking real pathological 
conditions when examining a patient of this kind 


A Practical Consideration of the Nasal Accessory Si 
nuses in Children. Dr. William Mithoeffer, Cin 
cinnati. The Laryngoscope, October, 1934. 

The difficulties attending a rhinoscopic examina 
tion of a child are enumerated. In the past there have 
been many controversies as to whether or not nasal 
sinus disease in children was a definite clinical et 


tity. It is mow generally agreed that this is true. The 
very wide opening of the antrum in a young child 
is one of the important factors in the infection many 
times resolving itself unaided. In the first two years 
of life there may occur an acute osteomyelitis of the 
superior maxilla due to a birth injury or secondary 
to an antrum infection. Two such cases are men 
tioned. The essayist attributes an extension of a naso 
pharyngitis to the nasal accessory sinus infections 

children. This brings up the question of the allergic 
child with his continually irritated mucous membrane 
which predisposes to frequent attacks of nasopharyng 
itis and its sequalae. He deplores the unsatisfactory 
skin sensitization tests. He urges the removal of ton 
sils and adenoids when indicated, but cautions against 
the overlooking of a sinus infection which may be 
present at the time and subsequently neglected. In 
regard to a mastoiditis the same points are made 
In common with other authorities, he agrees that a 
bronchiectasis will not clear up. until the sinus is 
cured, if it is the etiological factor. Especially, if 
there is temperature, he advises putting the child to 
bed, administration of aspirin for the nasopharyng- 








itis, if present, the proper diet, free elimination, non- 
specific protein therapy, alkalinization, the proper 
nose drops, inhalations and infrared radiation when 
indicated. 


The chronic sinus in the child cannot be treated the 
same as in the adult. The question of thyroid extract 
therapy is discussed favorably, particularly when the 
child presents the picture of constipation, slow pulse, 
subnormal temperature, dry skin, asthenia, cold hands 
and feet, enuresis, night terrors and a history of re- 
peated attacks of nasopharyngitis. One of the most 
important functions of the thyroid gland is that of 
fixing the calcium salts in the body. A high vitamin 
diet, well balanced, is a necessary feature in the treat- 
ment of a chronic sinus infection. Four points are 
given for the drill of the child in the proper manner 
of blowing the nose. Hydrotherapy, including hot 
baths three times a week with a pound of sea salt or 
magnesium sulphate is advised. A body massage fol- 
lows with juniper oil or some lubricating jelly. Ade- 
quate rest and supervised exercise are beneficial 
Along with the thyroid extract may be given ca' 
cium gluconate and cod liver oil. The sugar shoit- 
age may be combated by the administration of two 
teaspoonsful of glucose in weak tea or lemonade 
twice daily. Irrigation of the antrum is performed 
with a Fisher's Modified Ringer's solution in the 
supraturbinal space, but never in the presence of fever: 
and if there should be a reaction following the ir- 
rigation, it is not repeated. If repeated washings do 
not produce a normal antrum, then Surgery 1s indi- 
cated. The type and extent of surgery depends upon 
the pathology present in each particular case. 


The point of prime importance is the prevention 
of the infection in the first place and when it is 
present not to dismiss the patient until the acute or 
subacute infection is definitely cleared. A bibliography 
accompanies the manuscript. 


Ionization As a Prolonged Palliative in Vasomotor 
Rhinitis. A. R. Hollender, M.D., Chicago. Archives 
of Otolaryngology, April, 1935. 


Whether vasomotor rhinitis is a local manifesta- 
tion of a constitutional allergic state or a symptom 
of some metabolic, endocrine or nervous disorder 
has not yet been fully determined, but it is agreed 
that “this type of rhinitis is not a disease entity. It 
is not a true inflammation but an edema of the mem- 
branous tissues characterized by an eosinophilic in- 
filtration. There are no proven cures for vasomotor 
rhinitis. Assuming an allergic base for the disturb- 
ance, the essayist has not observed the beneficial re 
sults in his patients that are claimed by some in- 
vestigators. Under two general headings and nu- 
merous subdivisions he outlines forms of non-specific 
treatment. Warwick and Alden in the United States 
and Demetriades and Franklin abroad as well as the 
essayist report satisfactory results by the means of 
intranasal ionization. They do not claim cures but 
the palliative effect is evident for quite a period of 
time, 


The essayist has devised his own apparatus which 
is much simpler in construction and operation than 
any other heretofore on the market. It is also in- 
expensive. He uses a one per cent solution of zinc 
sulphate to moisten the strip with which the nasal 
passage is packed. His formula is zinc sulfate gt 
150, glycerin. oz. 2, water 1 quart. Others prefer a 
one-half per cent solution of zinc sulfate. The pos 
itive electrode in the nose is a flexible zinc wire 
fastened to a leather head band by suitable connec- 
tions. Care must be taken that the wire is not in 
contact with the nasal mucosa. The negative elec- 
trode is fastened to some part of the body, prefer- 
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ably the arm, by means of a band. The adjustments 
are made with the rheostat at zero allowing no cu: 
rent through. The current is turned on gradually 
until you have from five to fifteen millamperes for 
about fifteen minutes, depending on whether it is a 
child or adult that is being treated. Usually one 
treatment is sufficient but results should not be de- 
spaired of until as many as four treatments have been 
given without the desired result. There is a pro- 
nounced metallic taste and profuse salivation during 
the treatment. Shortly afterward the patient has 
the symptoms of an acute coryza. The local reaction 
does not disappear for about a week but the patient 
usually feels better in a few days. His clinical ex- 
perience for 1932, 1933 and 1934 is related. He re- 
ports five cases in detail. This method of treatment 
does not interfere in any way with any other thera- 
peutic measures that might be in the process of exe- 
cution at the same time. In the past twelve years 
he has given more than one thousand treatments 
without any ill effects being noted. His colleagues 
report similar experiences 


Comment: The objection to the procedure as in 
stigated by Dr. Warwick has been the expense that 
it entails; both the initial cost of the equipment and 
the solutions which are used as well as the hospi 
talization suggested. Dr. Hollender is one of the 
Original investigators in this particular field 


Atrophic Rhinitis. James Adam, Glasgow. The Jour- 
nal of Laryngology and Otology, June, 1934. 


This was a special subject of discussion at the In- 
ternational Congress at Madrid in 1932. Little seems 
to be agreed upon as to its etiology but a mass of 
literature is available on the last stage of the malady. 
Twenty-four years ago Dr. Adam gave a paper before 
the British Medical Association on this subject in 
which he advanced the theory that atrophic rhinitis 
was the end stage of a hyperplastic, i. e., inflamma- 
tory process, that sinusitis often plays an important 
part in keeping up the chronicity of the disease, and 
that this sinusitis is often missed. The paper was 
based on thirty cases. This present paper is based 
on an additional one hundred forty-one and supports 
the claims of the previous paper with the addition 
that the deficiency of vitamin as a factor in the early 
stages is of importance 


According to Leroux-Robert and Costiniu the sig 
nature and characteristics of atrophic rhinitis are 
atrophy, crusts and foetor. The essayist asks if com 
paratively speaking it would not be as well to say 
that general paralysis or locomotor-ataxia is the sig 
nature of syphilis and neglect of chancre 

The analysis of the one hundred forty-one cases 
by the essayist is as follows 

1. That in at least 78% the affection begins be- 
fore puberty, and in at least 42% during the first 
seven years of life. These are the years during which 
the face, nose and its accessory cavities are normally 
developing most quickly. This development is con- 
sequently retarded. When the disease begins in adult 
life, as it rarely does, the typical facies of atrophic 
rhinitis does not occur. 


2. The disease begins as inflammation of the nasal 
mucosa and in at least half the cases, probably over 
60%, there is sinusitis. This tends to keep the in- 
flammation alive and is often missed. The ethmoid is 
more often affected than is realized. This also ap 
plies to the adenoids. The present custom of dealing 
with adenoids early has reduced the incidence of 
atrophic rhinitis. 


3. Another factor is deficiency in vitamins, espec- 
ially vitamin A. This deficiency impairs defense 
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against infection and lowers endocrine function. It 
may also impair nervous function 


4. The mucosa reacts first by hyperplasia; later, 
owing to fibrosis, there is glandular atrophy and 
change from columnar epithelium to stratified epith 
elum; but if the sinusitis is conquered early enough 
by proper surgical and other measures there may be 
considerable recovery with disappearance of crusts 
and foetor. 


5. The bone of the thin lamellae of the turbinates 
and the ethmoid cells reacts by atrophy, that of the 
walls of the accessory cavities by sclerotic thicken 
ing. Similar sclerosis is found in the mastoid process 
of children with chronic suppuration of the middle 
ear. The paranasal sinuses may fail to reach their 
full development with consequent facial modification 


Dr. Adam also gives his treatment and the results 
obtained 
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ORTHOPAEDIC SURGERY 
Edited by Earl D. McBride, M.D. 
717 North Robinson Street, Oklahoma City. 
~~~ 
Fractures of the Neck of the Femur, Recent and Old: 


A Report of 631 Cases. Melvin S. Henderson. 
Southern Med. J., XXVII, 1032, 1934. 
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The pathology, diagnosis, reduction, retention, and 
restoration of these fractures are discussed and a re- 
view of 631 cases is reported. Four hundred ten pa- 
tients with old fractures were dismissed without any 
surgical measures having been advised for various 
reasons. There remained 221 patients for whom 
treatment was advised. Forty-five of these did not 
accept the advice, and therefore there were 176 pa- 
tients who were given treatment 


Fifty-one fresh fractures were treated by manipula- 
tion, twelve manipulations were done on late frac 
tures, and 113 open operations were done. There were 
six deaths—3.4 per cent of this group. The mortality 
in all cases seen, whether treated or untreated, was 
14.6 per cent. 


Of the fifty-one cases of fresh fracture treated by 
closed methods, thirty-six were available for the study 
of end results. Of these thirty-six cases, excellent 
bony union was obtained in 66.6 per cent. These cases 
were treated by Whitman's abduction method. 


Of the thirty-six cases in which bone graft opera- 
tions were performed, excellent results were obtained 
in 69.8 per cent. The author's technique of bone 
grafting is described. Beef-bone pegs or screws were 
used in nineteen cases. In thirteen of these cases, or 
81 per cent, the results were excellent 


The Whitman reconstruction operation was used in 
twenty-three cases. The end results are known in nine- 
teen cases; excellent, 31.5 per cent; good, 36.8 per 
cent; failures, 31.5 per cent 


Brackett’s operation performed in five cases, gave 
satisfactory results in all. In five cases of fresh frac 
ture, the Smith-Petersen nail was used, with resulting 
bony union in all. 


Habitual Dislocation of the Shoulder Joint. A New 
Method of Operative Treatment. V. G. Weinstein. 
Soviet Surg., VI, 447, 1934. 


The author directs attention to the structure and re 
enforcement of the anterior aspect of the capsule of 
the shoulder joint. Basing his studies on previous 
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anatomical investigations in human and simian cada 
vera, he points to the importance of the glenoid lig- 
ament which reenforces obliquely the anterior por 


tion of the capsule. In human shoulders this liga 
ment is absent in about 16 per cent of cases. In all 
cadavera in which this ligament is absent, a dislo 
cation of the humeral head is easily produced. The 
author believes that the habitual dislocation is due 
either to the absence of this ligament or to a con 
genital weakness in it. His operation, therefore, is 


based on the recreation of this ligament. 


An approach is made through the sulcus between 
the deltoid and the pectoralis muscles. The tendon 
of the long portion of the biceps is reached just above 
the insertion of the tendon of the pectoralis major 


into the humerus. The tendon of the long biceps is 
cut at this level and the distal end is sutured to the 
tendon of the pectoralis major and the periosteun 
A small incision of the capsule is then made slightly 
above the sulcus intertubercularis humeri and_ the 
proximal portion of the cut biceps tendon is pulled 
out through the incision. The humerus is then ro 
tated externally and another incision is made in the 
capsule just below the insertion of the subscapularis 
The tendon of the long biceps is pulled through this 
incision, so that it remains within the capsule, and 


the cut end of the biceps tendon is attached under a 
periosteal bridge below the lesser tuberosity. The in 
cision over the sulcus intertubercularis humeri is 


closed and an ordinary dressing is applied. All mo 
tions are allowed in four to five weeks 


This operation has been performed on nine pa 
tients, all of whom have returned to their normal 
occupations, which in a few instances consist of heavy 


physical work 
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The Present-Day Trend in the Treatment of Fibroids 
of the Uterus. By Joseph L. Baer, M.D., Ralph A 
Reis, M.D., and Edwin J. DeCosta, M.D., Chicago, 
Ill. American Journal of Obstetrics and Gynecol- 
ogy, December, 1934, pg. 842 


This is a report on the case records of 1001 
patients treated for fibroids of the uterus during the 
past eleven years at the Michael Reese Hospital. These 
patients were treated by various members of the staff 
and there was wide latitude of choice in the handling 
of all the patients. This fact allows for observation 
of the trends which have manifested themselves in 
the fields of therapy 

Standard treatment for fibroids was surgical re 
moval until the advent of radium. The enthusiasn 
with which radium was employed lasted only until 
they came to the conclusion that a panacea had not 
been found. “Surgical removal began to displace ra 
dium gradually but definitely 


In the analysis of the case records data were ob 
tained bearing upon interesting problems in the story 
of fibroids 


Etiology: Other recent publications have aimed to 
prove that fibroids arise from the effect of ovarian 
hormonal dysfunction, the result of long-standing pel 
vic inflammation. The authors give the figures on the 
incidence of ovarian pathology and salpingitis in their 
series. They conclude: “Fibroids are conceded to be 
an abnormal growth of hitherto normal myometrium 
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However, the thesis that this growth results from 
(a) a long-standing inflammatory disease producing 
(b) follicle cyst formation which in turn by a hy 
perestrinism results in (c) hyperplasia of the en- 
dometrium and (d) fibroid production, is not borne 
out by the infrequency with which these types of as- 
sociated pathology were found in this series 


s 


Pathology: In the field of pathology this report 
interesting because of the extreme small number of 
associated malignancies. In only five was the diag- 
nosis of sarcoma occurring in a fibroid made, and 
of these only four were positive and one probable 
There was no instance of carcinoma of the cervix 
There were four carcinomas of the body of the uterus 
and no malignancy of the ovaries and tubes was 
found. (This indicates, naturally, that these patients 
were carefully studied before operation and excellent 
judgment used in preoperative diagnosis. This fact 
must be considered in evaluating the statistics.) The 
authors then quote the incidence of sarcoma in fi- 
broids as reported in the literature. They range from 
8% to 2.8%. They quote Ewing as having seen only 
five sarcomas developing in fibroids of the uterus in 
20 years experience 

In their series the frequency of ovarian pathology 
in association with fibroids was found to be 42.4% 
while the frequency of tubal pathology was found 
to be 13.3% 


Sterility and Fertility: They discuss the relation be 
tween fibroids and sterility It would seem from 
a study of the adnexal pathology in this series that 
the explanation of a large part of the sterility may 
be found in the coexisting tubal disease rather than 
in the presence of fibroids. 


Menstrual Behavior: In consideration of the state- 
ment that women who will subsequentiy develop fi 
broids are prone to menstruate early, analysis of this 
series produces the following comment It would 
seem to indicate that the individual in whom there 
is a tendency toward the development of fibroids does 
not have a precocious onset of menstruation 


In relation to the statement that the presence of 
fibroids causes a prolongation of menstrual activity 
they do not find sufficient deviation from the normal 


to bear out this statement 


They analyze their statistics to apply to the two 
Opposing statements made regarding the span of men- 
strual activity the one that women who have an 
early menarche have a late menopause and the other 
that the span is fairly constant, averaging from thit 
ty to thirty-five years Apparently the span is fairly 
constant; those who have a late menarche tend to 
have a late menopause 


Symptoms: They have presented interesting and 
complete tables, but there is little of especial interest 
in the review of symptomatology 


Treatment: ‘The various procedures employed in 
the 1,001 patients during the eleven years covered 
by this study consisted of: supravaginal hysterectomy 
663 times, myomectomy 122 times, vaginal hysterec- 
tomy 79 times, radium 73 times, total hysterectomy 
19 times, and vaginal myomectomy 15 times. Table 
XI indicates strikingly the steadily increasing favor 
accorded to vaginal hysterectomy. Total hysterectomy 
remained about stationary in frequency until the last 
year during which almost as many such operations 
were performed as during the preceding ten years 
Supravaginal hysterectomy retained its position 
throughout the series as the operation most frequently 
chosen.” 


There then follows a review of their attitude con- 
cerning the indications for vaginal hysterectomy, my- 


omectomy and total abdominal hysterectomy They 
also discuss extensively the position of radiation in 
the treatment of fibroid tumors In general the state 


ment may be made for the gynecologic department 
of Michael Reese Hospital that radium in the treat 


ment of fibroids is no longer a primary choice in 
patients in whom the usual contra-indications are not 
found, rather, its selection is limited to those pa 


tients in whom any type of operative removal is con 
traindicated. If radium is ill-adapted to these latter 
patients, then roentgen ray therapy is utilized. It 
should be borne in mind that this attitude has refer 
ence only to patients with fibroids and not to those 


who have a simple fibrosis uteri. 

The following is the summary and conclusions 

The case records of 1,001 patients treated for 
fibroids of the uterus during the past eleven years 
at the Michael Reese Hospital are analyzed 

No evidence was found to justify the conclusion 
that fibroids result from ovarian pathology 


Absolute sterility in this series was apparently due 
PE 


to tubal pathology and not to the presence of f1 
broids or ovarian pathology. Of the 1,001 patients 
73.5 per cent had one or more children; 80.4. pet 
cent either had offspring or had aborted, leaving an 


absolute sterility of only 19.6 per cent 


Pelvic malignancy was found in 0.9 per cent, there 


being 5 sarcomas in fibroids and 4 carcinomas of the 
corpus uteri 

The frequency of total hysterectomy shows an in 
crease from 1.4 per cent in 1923 to 14.6 per cent in 
1933. Vaginal hysterectomy shows a steady increase 


from 5.5 per cent to 18.1 per cent. Supravaginal hys 
terectomy remains the most frequently used treatment 
for fibroids, 56.2 per cent in 1923 as compared with 
57.6 per cent in 1933. Myomectomy has it 
of indications. In the younger age group where there 


are one or more children, it is being supplanted by 
: 7k 


Ss Own group 


1 > 


supravaginal hysterectomy, 21.9 per cent in 1923 
per cent in 1933 


The selection of radium as the treatment for fi 
broids has steadily diminished because of the increas 
ingly long list of direct contraindications, the unde 
sirability of a precipitate menopause, the inability to 
examine the pelvis and abdominal viscera and an ap 
preciable percentage of failures, 11.1 per cent. Radi 
um was used in 15.0 per cent of cases in 1923 and 2.1 
per cent in 1933 


Partial or complete removal of the adnexa was 
performed in 47.1 per cent of the patients. Indica 
tions for these operations on the adnexa included not 
only pathology, but mechanical reasons and prophy 
laxis 


The total mortality in this series was 0.7 per 
cent (7 deaths). In the last group of 484 consecu 
tive patients there was one death (0.21 per cent) 


Comment: The subject matter of this article is ex 
tremely valuable because of the frequency of fibroi 


tumors and because of the necessity for their judi 


cious treatment. These authors have presented intet 
esting statistics and observations concerning etiology 
pathology, sterility and menstrual behavior However 


probably the most important feature of this paper is 
the statistical study of the various methods of treat 
ment, demonstrating the trends of various means of 
therapy in their hospital. These trends are identical 
with those in other good gynecological clinics in 
America with the exception of two features: (1) 
Vaginal hysterectomy is probably employed in a 
slightly larger group in Michael Reese Hospital than 


in most places where the principal indication for op- 
Pp 
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eration is fibroids. However, it must be added that 
with the proper choice of patients and with the proper 
performance of the operation vaginal hysterectomy 
has a limited but distinct field of application. (2) 
The increased use of total hysterectomy instead of 
supracervical hysterectomy is not common in Amer- 
ica. In spite of the forceful feelings of the advo 
cates of total as against sub-total hysterectomy, there 
has been a decided trend towards more careful pre- 
operative investigation of the cervix and a reduced 
incidence of employment of the total operation 


Wendell Long. 


Rizzatti, E., Pennacchietti, M., and Andreoli, C.: 
First Results of Partial Thyroidectomy in Advanced 
Dysthymia With Tendency to Chronicity. Gior. R. 
Accad. di med. di Torino, 97:78 (January-March) 
1934. 


The authors are under the impression that they 
were the first to perform a thyroidectomy in advanced 
phases of dysthymia for distinct purposes. Some at- 
tempts, without method and for rather ill-defined pur- 
poses, it is true, were made by Davideneff (David 
off), Goldner and others 


The authors report in this article 10 cases where 
this operation was performed. All of the patients 
suffered from periodic psychoses and the dysthymia 
was in an advanced phase over a period of years 
(from 2 to 20). 


The technique was that of Andreoli, requiring 
Paravertebral anesthesia on the side on which the 
operation is to be performed (taking care to select 
the most developed thyroid lobe) by injecting slowly 
25 cc. of a 1% solution of tutocain or of percain 
After about 15 minutes a transverse incision is made 
on the neck, the length of it usually not exceeding 
i cm., on a level with the thyroid lobe. The over 
lying muscles are incised and the sternocleidomastoid 
muscle is displaced conveniently for the exposure of 
the thyroid lobe. After careful isolation of the thy- 
roid and after ligation of the thyroid arteries the 
lobe is resected. 


The authors will not describe the results which 
they observed in each case but treat all 10 cases as 
a whole. The results were followed up as long as 24 
months, only Case 8 being operated upon several 
months prior to publication of this article. Cases 1, 
2, 4, 5 were benefited greatly and the maniacal state 
showed evident signs of mitigation, so that the pa- 
tients were no longer confined to single cells and 
could be allowed freedom. That applied also to the 
case of the only man in whom the dysthymia had 
been persistent for 20 years. In three other cases 
the improvement was even greater (Cases 6, 7, 10) 
and the patients could be discharged although they 
were kept under strict supervision. The results were 
null in three cases. In one case the ill-result was 
probably due to an incomplete resection. The man 
suffered from Basedow’'s disease 


The authors believe that final judgment on the re- 
sults should be withheld for about five years 


The histologic examination showed as a rule some 
structural modifications consisting in marked reduc- 
tion of the follicles, quantitative reduction of the col- 
loid substance, richness of vascularization and greater 
development, higher up, of the follicular epithelium 
which assumed a cylindrical form. 


The follicles were sometimes so small as to sug- 
gest a compact structure in fetal thyroids. In one case 
the follicular alteration was more marked and in- 
stead of the follicles were found epithelial cords and 


tubules. In this case, however, the whole suggested 
alterations of adenomatous type 


In most all cases the noble epithelial elements of 
the gland showed a marked development without af 
fecting in the main the normal structural plan. The 
greater development of the epithelial surface of se 
cretion, defined by the smallness of the follicles and 
their increase in number, and the greater fluidity of 
the colloid may be interpreted as signs of an in 
creased glandular function 


It was quite interesting to note that the anatomo 
pathologic data coincided with the clinical findings 
which means that the improvements resulted in those 
cases in which the thyroid gland was in a state of 
hyperfunction, while the results of the thyroidec 
tomy were negative in the two cases in which the 
thyroid was normal 


While the authors do not wish to over-emphasize 
the importance of thyroid hyperfunction in dysthymia 
it seems certain that an increased activity represents 
one of the most important hormonal tacts in the 
pathogene sis of this class of psychoses 


Rizzatti, E., Andreoli, C., and Pennacchietti, M.: Par- 
tial Thyroidectomy in Advanced Stages of Dys- 
thymia. Schizofrenia, Cuneo, 3:433 (August), 1934. 


The authors communicated the results of their first 
experiments of thyroidectomy to the Academy of Med 
icine in Turin on April 2, 1934. The authors re 
gret that they could not obtain the report of David 
off or of Goldner in the original. These two au 
thors performed this operation but did not limit it, 
as did the authors, to a single class of patients 


The operative technic was not changed (Andreoli's 
method). In the meantime the authors (including 
Andreoli) performed an additional number of oper- 
ations and found the results very encouraging. The 
results were arranged in table form in order to save 
space and give a better comparative survey 


The histologic examinations (the pieces were ob- 
tained from as many different parts of the thyroid 
as possible in order to obtain a nearly complete en 
semble) showed in the main considerable differences 
according to age, as expected. The patients below 20 
presented normal thyroids in 50 per cent of the cases. 
The other 50 per cent showed a microfollicular struc 
ture. The thyroid was of the so-called normal type 
in 835 in the ages between 25 and 60. Past the age 
of 70 the structure was of the compact acolloid 
type. Dogliotti interpreted the presence of small fol 
licles and the scarcity of colloid in advanced ages 
as hyperfunction of the thyroid gland, a fact which 
is of importance for comparative studies. Of course, 
the authors did take into consideration the possibil- 
ity that some of the modifications might be attrib 
uted to goiter which is endemic in the province of 
Cuneo. 


The comparative study of the histologic findings 
showed that there existed a great variety of modi 
fications of the thyroideal structure. Some of the 
glands approached the normal type in almost every 
respect except for the presence of small follicles or 
of a very thin colloid when the follicles were of me 
dium size. In general it must be assumed with Be 
nazzi and Dogliotti that an increased vascularization 
of the gland, hyperthophy of the epithelium, diminu 
tion of the lumen of the follicles and thin colloid 
are signs of hyperfunction 


The authors do not believe that comparisons could 
be made between the structure of the thyroid glands 
of their patients with the general structure of the 
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thyroid in cases of endemic goiter which are en 
larged, of the parenchymatous type, but otherwise 
presenting no signs of hyperfunction. 


Comment: This month (June, 1935) I am present- 
ing a paper at the Salt Lake City meeting of the 
American Association for the Study of Goiter, which 
deals with hyperthyroidism and psychosis. A frank 
or true and long-standing or established psychosis 
associated with hyperthyroidism must be comparative- 
ly rare. I am not speaking of the ordinary so-called 
thyroid psychosis” which I am in the habit of call- 
ing a toxic psychosis. Even toxic psychosis is com- 
paratively rare, but it is not, in my experience, as 
unusual as a long-standing, established form of psy- 
chosis associated with hyperthyroidism. I have had 
three patients with maniac depressive psychosis asso- 
ciated with hyperthyroidism. These patients were 
classified as such by Dr. Brake at the State Hospital 
for the Insane at Norman. In a rather exhaustive 
search of the literature for the past five years the 
above papers were the only ones that I could find 
dealing with this subject of maniac depressive psy- 
chosis associated with hyperthyroidism. The original 
articles were written in Italian and the translation was 
made by the consulting bureau service of the W. S 
Prior Company. 


These authors apparently selected their cases for 
partial thyroidectomy without regard to the presence 
of hyperthyroidism or even of goiter. With this fact 
in mind it is of great interest that they should have 
gotten a good percentage of favorable results in theit 
attempt to cure or alleviate maniac depressive psy- 
chosis by thyroidectomy. 


In handling my own cases I have carefully dis 
carded psychotic patients who did not have demon- 
strable hyperthyroidism. I have operated only on 
those psychotic cases who had accompanying hyper- 
thyroidism which could be demonstrated without any 
reasonable doubt. I do not recommend operation for 
maniac depressive psychosis patients who do not have 
demonstrable hyperthyroidism. It has been my con 
sidered opinion that hyperthyroidism could very well 
be one of the numerous exciting or precipitating 
causes of this form of psychosis. My patients have 
shown immediate satisfactory physical improvement 
following thyroidectomy and, once the hyperthyroid 
ism had been removed by the operation, they have 
begun a slow but steady and progressive mental im- 
provement which usually requires several years be 
fore they could be called mental cures. During this 
time they have been under the care of Dr. Brake 
The slowness with which the mental improvement 
occurs following thyroidectomy in these patients is 
one way in which this form of psychosis differs from 
that of so-called “thyroid psychosis” or toxic psy- 
chosis of hyperthyroidism. In the latter, physical and 
mental improvement are usually coincidental and oc- 
cur quickly following control of hyperthyroidism by 
the administration of iodine or by operation. 


My patients have been carefully observed for over 
five years by competent mental experts and have been 
called mental cures and at the present time are liv- 
ing healthy, useful, satisfactory lives. For this rea- 
son I believe that one should not hesitate to operate 
on a patient who has maniac depressive psychosis 
with extreme exaltation, and even though he be an 
apparently mad operative risk, once the hyperthyroid- 
ism has been permanently removed, these people start 
a slow but certain mental improvement which appar- 
ently results in a permanent mental cure 


—LeRoy Downing Long. 
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APPLIED ANATOMY, The Construction of the 


Human Body Considered in Relation to Its Functions, 
Diseases and Injuries. By Gwilym G. Davis, M.D., 
late Professor of Orthopedic Surgery and Associate 
Professor of Applied Anatomy in the University of 
Pennsylvania. Ninth Edition, Reset, Reillustrated and 
Completely Revised by George P. Muller, M.D., Pro 
fessor of Clinical Surgery, Graduate School of Med- 
icine, University of Pennsylvania; Surgeon to the 
Misericordia and Lankenau Hospitals, Assisted by 
Bernard J. Alpers, M.D., Assistant Protessor of Neu- 
rology, Graduate Schoo] of Medicine; Neurologist to 
the Philadelphia General and Pennsylvania Hospitals; 
Stirling W. Moorhead, M.D., Assistant Professor of 
Urology, University of Pennsylvania; Urologist to the 
Methodist Episcopal Hospital; I. S. Ravdin, M.D., 
Professor of Surgical Research, University of Penn- 
sylvania; Surgeon to the University Hospital; Rob- 
ert A. Kimbrough, Jr., M.D., Associate in Obstetrics 
and Gynecology, University of Pennsylvania; Assist- 
ant Gynecologist, University Hospital; Obstetrician, 
Pennsylvania Hospital; S$. Dana Weeder, M.D., Sur- 
geon to the Germantown Hospital; Assistant Surgeon 
to the Chestnut Hill Hospital. With Six Hundred 
and Seventy-four Illustrations, Mostly From Original 
Dissections and Many in Color by Erwin F. Faber 
J. B. Lippincott Co., Philadelphia 
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This new edition brings this very accurate work 
up to date and makes it the most useful of its kind 
to the practicing physician and surgeon 


GYNECOLOGY, by Brooke M. Anspach, M.D., 
Professor of Gynecology, Jefferson Medical College 
Fifth Edition, Reillustrated, Reset, and completely Re- 
vised by the Author, with the assistance of Philip 
F. Williams, M.D., Assistant Professor of Obstetrics, 
School of Medicine, University of Pennsylvania, and 
Lewis C. Scheffey, M.D., Assistant Professor of Gyne- 
cology, Jefferson Medical College. 679 Illustrations 
of which 10 are in colors. J. B. Lippincott Com- 
pany, Philadelphia. 


This edition brings up to date a very valuable 
work, the old edition being almost obsolete as to 
biochemistry and endocrinology. We now find the 
chapters on malignancy and the use of radiation con- 
forming to approved and accepted methods 


All operative procedures are fully described and 
remarkably well illustrated. 


We have in this text everything one can possibly 
expect in a one volume work on this subject 


DISEASES OF THE SKIN, by Richard L. Sutton, 
M.D., Sc.D., LL.D., F.R.S. (EDIN.) Professor of 
Dermatology, University of Kansas, School of Medi 
cine, and Richard L. Sutton, Jr., A.M., M.D., L.R.C.P. 
(EDIN.), Assistant in Dermatology, University of 
Kansas, School of Medicine. With 1,310 illustrations 
and 11 colored plates Ninth Edition, Revised and 
enlarged. C. V. Mosby Company, St. Louis 


Complete in every detail as to diagnosis and treat 
ment, profuse illustrations but in black and white 
and colored plates, these adding materially to the 
value of the work for diagnostic purposes will make 
this text appreciated very much by the student, gen- 
eral practitioner and specialist. 
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METHODS OF TREATMENT, by Logan Clen 
dening, M.D., Clinical Professor of Medicine, Med 
ical Department of University of Kansas; Attending 
Physician, Kansas City General Hospita Physiciat 
to St. Luke's Hospital, Kansas City, Mo. With Chap 
ters on Special Subjects by H. C. Anderson, M.D 
Ursulla Brunner, R.M J. B. Cowherd, M.D.; Pi 
Gempel, M.D.; H. P. Kuhn, M.D.; Carl O. Rickter 
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SPONTANEOUS HEALING OF RENAI 
TUBERCULOSIS 





Edward L. Keyes, New York (Journal A. M. A 

















April 20, 1935), p s out that Med has show 
that renal tuberculosis begins as a nonsurgic es 
that frequently heals and states that this ke 

be identified clinically as a_ tuber« s b " 
(as defined in the text) Surgical renal tuberculosis 
characterized by gross changes shown by py grap 

is Clinically a progressive disease with a fatal te 

tion unless interrupted by nephrectomy. The py: 
gram discloses surgic tuberculosis he « er the 
nephrectomy, the greater the probability of cut The 
healing of surgical renal tuberculosis by patl g 
nephrectomy is extremely e and, ev with t 
kidney function gone, active tuberculosis may persist 
The patholog will contis t ept cases like the 
one the author reports, in which the patient died « 
pyonephrosis, rena! ciency and gang f 





bladder due primarily to renal (and prostatic) tu 


berculosis (yet the pyonephnrotic Kidney showe 


scattered, Caicified, healed lesions of tubercu sis) 
evidence of healed partial surgical tuberculosis of t 
kidney. To the urologist su have no interest 
tor though surgical rené tuber Sis may ¢ 





latent for long periods of time, latency is extreme 





rare and even in its most complete forn ‘ ten 
due to complete physiologic destruction of the kidne 
the tuberculosis may still actually be active. The cr 


tive treatment of renal tuberculosis—old and new 
is nephrectomy. 


MEDICAL TREATMENT OF CHRONIC 
ARTHRITIS 


Ru ] Cex New York (Journal A. M. A 
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) ; wi I wevel t nad its 

" (18 pe c t) ] curred more fre 

< ¢ " f Negr e between 20 and 
’ . > [ » P 4 y [ P P ist 4 tube ut SiS v 
\ t t was not observed in any 

Ss rt r s test i esions is Ca} 

peptic eI appendicitis and diverticulitis 

vit 1 without perforation, were associated with 

pu ry tuberci S Cardiovascular-renal disease 
CI c ystitis, Cholelthiasis and cirrhosis of the 
were < \ ted diseases associated wit! 

puls y tuberci s with and without intestinal 
In view of the uncertainty of the symp 

physics gns of ntestinal tuberculosis, the 

tl s Db that t £ werential diagnosis of 

t 1iseas < C } when one considers it in its 
t us types of pulmonary tuberculosis 

as a result ft evidence secured by the double con 


rast barium enema 
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COUNTY PRESIDENT SECRETARY 
Adair 2) . Green, Westville 





Cherokee 





BEEAEASAARAA AAA RE ERIE EERIE Oe 


7.9 .2,9,9,9, 





Alfalfa 
Atoka-Coal 
Beckham 
Blaine 
Bryan 
Caddo 
Canadian 
Carter 
Cherokee 
Choctaw 
Cleveland 


Bishop, Aline ‘ Lancaster, 


Fulton, Atoka 

DeVanney, Sayre 
Cox, Watonga 
rice, Durant 
Cook, Apache 


R. C. Sullivan, Ardmore 

Pr. H. Medearis, Tahlequah 
W. N. John, Hugo 

Arthur Brake, Norman 


Coal (see Atoka) 


Comanche 
Cotton 
Craig 
Creek 
Custer 
Garfield 
Garvin 
Grady 
Grant 
Greer 
Harmon 
Haskell 
Hughes 
Jackson 
Jetferson 
Kay 
Kingfisher 
Kiowa 
Latimer 
Lek iore 
Lincoln 
Logan 
Marshall 
Mayes 
MeClain 
MeCurtain 
Mcintosh 
Murray 
Muskogee 
Noble 
Nowata 
OkKTfuskee 
Oklahoma 
Okmulgee 
Usage 
Ottawa 
Pawnee 
l’ayne 
Pittsburg 
Pontotoc 
Pottawatomie 
Pushmataha 
Rogers 
Seminole 
Stephens 
Texas 
Tillman 
Tulsa 
Wagoner 
Washington 
Washita 
Woods 
Woodward 


L. Parsons, Lawton 
Jones, Walters 
Herron, Vinita 

H. Cowart, Bristow 

T. Frizzell, Clinton 


Taylor, Maysvills 
Baze Chickash 
Hardy, Medford 
Pearson, Mangum 
E. Jones, Hollis 
Rumley, Stigler 
L. Vavenport, Holdenvill« 
sse Bird, Eldorado 
M. Maupin, Waurika 
Ss. White, Blackwell 


W. Finch, Sentinel 


M. Duff, Braden 
Burleson, Prague 
B. Gardner, Marshall 
Fk. Robinson, Madill 
White, Adair 
Slover, Blanchard 


Sadler, Sulphur 


Raiter, Muskogee 


A Sudderth, Nowata 

J. A. Kennedy, Okemah 

Rex Bolend, Oklahoma City 
J. A. Kilpatrick, Henryetta 


Cooter, Miami 
Browning, Pawnee 
Wilhite, Perkins 
Sartheld, McAlester 
Rutledge, Ada 
Hughes, Shawnee 
Johnson, Antlers 
Anderson, Claremore 
Whittle, Wewoka 
McLain, Marlow 
Risen, Hooker 
Osborn, Jr., Frederick 
She pard, Tulsa 
Bates, Wagoner 
Smith, Bartlesville 
McMurray, Sentinel 
Stephenson, Alva 
Darwin, Woodward 


Gardner, Atoka 
Jones, Erick 

Hill, Watonga 

L. Shuler, Durant 
Anderson, Anadarko 


Veazey, Ardmore 
Wiliams, Tahlequah 
Johnson, Hugo 
Haddock, Jr., Norman 


E. P. Hathaway, Lawton 
Mollie F. Scism, Walters 

F. T. Gastineau, Vinita 

J. Clay Williams, Bristow 
Cc. Doler, Clinton 


John R. Walker, Enid 


John R. Callaway, Pauls Valle) 
Oscar S. Pyle, Chickasha 

E. E. Lawson, Medford 

J. B. Hollis, Mangum 

Russell H. Lynch, Hollis 

N. K. Williams, McCurtain 

G. W. Diggs, Wetumka 

ki. W. Mabry, Altus 

Lv. B. Collins, Waurika 

Lb. M. Gordon, Ponca City 


Braun, Hobart 


Harrell Hardy, Poteau 

J. S. Rollins, Prague 

RK. F. Ringrose, Guthrit 
Veusey, Madill 
Whitaker, i’ryo! 
Royster, Purcell 


Howson Bailey, Sulphur 
Ss. LD. Neely, Muskoges 


Prentiss, Nowata 
Bioss, Ukemah 

Bert F. Keltz, Oklahoma City 

M. B. Glismann, Okmulgee 

M. E. Rust, Pawhuska 

J. W. Craig, Miami 

E. W. LeHew, Pawnee 

John F. Martin, Stillwater 

L. C. Kuyrkendall, McAlester 
Dean, Ada 
Campbell, Shawnee 
Patterson, Antlers 
Howard, Chelsea 
Deaton, Wewoka 

D. Long, Duncan 

R. B. Hayes, Guymon 

J. C. Reynolds, Frederick 

David V. Hudson, Tulsa 

John D. Leonard, Wagoner 
Athey, Bartlesville 
Copeland, Cordell 
Templin, Alva 
Tedrowe, Woodward 


NOTE—Corrections and additions to the above list will be cheerfully accepted 
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